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In order to orient the subject of alcoholic cirrhosis 
and to understand the differences between it and other 
cirrhoses of the liver, it is necessary first to review 
briefly from an etiologic and anatomic point of view 
the types encountered, as nearly as this is possible at 
the present time. Ina classification the terms Laénnec’s 
and atrophic cirrhosis must be abandoned. “Laénnec’s 
cirrhosis” means exactly nothing when a proper separa- 
tion of types is attempted. To clinicians it may imply 
a symptom complex, but this can be imitated by so 
many conditions, such as syphilis or carcinoma of the 
liver, that even in that sense the term can be of but 
little value. “Atrophic cirrhosis” is more informative 
to the pathologist, as it occurs most commonly after 
large amounts of liver tissue have been destroyed, but 
“atrophic” is only a relative term, used differently by 
different observers and varying in significance with 
each. Its use tends only to confuse the subject. 

Cirrhosis, originally meaning a color, has come to 
connote diffuse fibrosis of the liver affecting al’ lobes 
in about equal degree. Because of condensation of the 
fibrous tissue with resultant shrinkage and because of 
more or less regular lobular regeneration or over- 
regeneration of liver cells, the liver may become nodular 
or “hobnailed.” Some livers may be markedly cirrhotic 
(fibrotic) without having this surface irregularity. The 
classification which follows explains some of the differ- 
ences which may be recognized and is meant only to 
clarify this paper. It is essentially a modification of 
that used by Mallory?! years ago. 

1. Toxic cirrhosis is the cirrhosis following necrotiz- 
ing lesions of the liver, which when severe are called 
acute or subacute yellow atrophy or hepatitis and when 
“chronic” are usually recurring attacks of the same 
condition. In this type there is loss of liver cells, which 
have been completely broken down, with the soluble 
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material absorbed and the insoluble phagocytized by 
small and large leukocytes. Collapse of the stroma fol- 
lows, and, while fibroblastic proliferation may occur, 
much of the sclerosis is due to condensation of the pre- 
existing fibrous tissue and obliterated vascular frame- 
work. This produces the smallest and most irregular 
livers, depending on the degree of destruction and the 
amount of regenerated liver. Among the causes are 
phenyleinchoninic acid (cinchophen, atophan), arsenic 
compounds, severe thyrotoxicosis, so-called acute catar- 
rhal jaundice and acute infectious jaundice (ictero- 
hemorrhagic leptospirosis, Weil’s disease). Frequently 
the cause of the preceding necrosis is unknown. It 
occurs in children, women and men, alcoholic or non- 
alcoholic, indiscriminately. 

2. Biliary cirrhosis is a type of portal cirrhosis, as 


_ the lesions begin in the portal areas around bile ducts. 


It is always associated with biliary obstruction, with or 
without infection. The common causes are therefore 
common duct stones, carcinoma of the head of the 
pancreas or the ampulla and a group of miscellaneous 
conditions such as adhesions around the common or 
hepatic ducts following infections. The liver is at first 
large, tense and green. It is nodular even in the early 
stages because of hepatic swelling and consequent bulg- 
ing of the surface lobules. The lesion is inflammatory, 
manifested by accumulations of macrophages, lympho- 
cytes and occasional polymorphonuclear cells, and 
accompanied by fibroblastic proliferation. While bile is 
dammed back to the centers of lobules, the irritating 
effect is produced where bile canaliculi normally join 
with bile ducts at the periphery. The severity depends 
on three variable factors: the degree of obstruction 
(partial or complete), the length of time the obstruction 
exists and the presence or absence of infection. On 
these factors also depends the end result, whether the 
liver returns functionally to normal if the obstruction 
can be relieved or whether it contracts sufficiently to 
cause permanent portal obstruction. 

3. Pigment cirrhosis is another type of portal cir- 
rhosis. It is most commonly associated with the accu- 
mulation of iron-containing pigments in the disease 
hemochromatosis. Milder degrees have been found with 
pernicious anemia, particularly after a large number of 
blood transfusions have been given. A similar condi- 
tion has been produced by feeding copper to animals, 
mostly rabbits.2, A few cases have been reported in 
workers with copper. The irritating pigments and 
metals collect around the periphery of lobules and cause 
a macrophage and fibroblastic proliferation from the 
periportal connective tissues. The liver is not generally 
decreased in size and has a relatively smooth surface. 
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4, Fatty cirrhosis is a third type of portal cirrhosis, 
in which the lesions develop around lobules, joining the 
portal areas into continuous bands of fibrous tissue. It 
results from pressure atrophy of cells, and hyaline and 
fatty degeneration of cells at the periphery of lobules 
followed by fibroblastic proliferation. It is caused most 
commonly by or is associated with long-continued 
alcohol poisoning and diabetes mellitus with which there 
has been a preceding fatty infiltration of the liver. It 
has been experimentally produced by feeding carbon 
tetrachloride * and phosphorus * and in Gepancreatized 
dogs." Fatty infiltration and occasionally cirrhosis may 
occur in cases of hypothyroidism or lesions of the 
pituitary and midbrain, as in cases of progressive 
lenticular degeneration (Wilson’s disease). all 
these there has been an alteration in lipid or carbo- 
hydrate metabolism or both. 

This grouping does not include the scarred liver 
resulting from adventitious focal necroses, healed 
abscesses or healed syphilis. The effects of such lesions, 
if any, depend on their position and extent. They are 
not progressive, are not uniform and usually are not 
diffuse, and symptoms resulting from them are due to 
accident of position. The diffuse fibrosis of healed con- 
genital syphilis is a pathologic curiosity. [| know of no 
specific type of cirrhosis associated with so-called Bantt’s 
disease. 

It can be seen from the foregoing that the lumping 
of all types of diffuse fibrosis of the liver under the 
general term “cirrhosis” has no meaning. The often 
repeated assertion that alcohol cannot cause cirrhosis of 
the liver because women and children who have never 
drunk alcohol get cirrhosis seems more than a little 
absurd. Clinical differentiation on a basis of causation 
is frequently not easy, but until the attempt is made a 
rational understanding of the disease is not possible. 

There can be little doubt now that alcohol and the 
habits induced by the consumption of large amounts of 
alcohol are the most important factors in the produc- 
tion of fatty liver, which passes on in some cases to 
cirrhosis. A careful review of 130 histories of cases in 
which cirrhosis or fatty liver or both were found 
revealed that the factor next in importance to alcohol 
is the abnormal diet which invariably accompanies 
severe chronic alcoholism. One can further reduce this 
to a specific lack of sufficient carbohydrate in the diet. 

After the fact is established that chronic severe fatty 
infiltration of the liver would in time become cirrhosis, 
the search for etiologic agents narrows down to the con- 
dition which will produce the first stage. Fatty infiltra- 
tion of the liver occurs with a large number of diseases 
and is incidental to poisoning by such substances as 
phosphorus, chloroform, carbon tetrachloride and 
alcohol. The most common spontaneous disease in man 
with which long-continued severe fatty infiltration is 
associated is diabetes. The same condition occurs in 
depancreatized dogs with diabetes, and if such dogs are 
kept alive long enough a cirrhosis of the liver develops 
which is indistinguishable from the fatty cirrhosis occur- 
ring in man.® Thus the occasional cirrhosis which has 
been noted for many years in diabetes mellitus has been 
explained. In this disease the fatty infiltration is due 
to the lack of proper sugar metabolism and the incom- 
plete oxidation of fat. The storage of fat in the liver 
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is accompanied by a markedly reduced respiratory quo- 
tient. Himwich and Fazekas * have recently shown that 
the respiratory quotient of liver tissue itself in experi- 
mental diabetes becomes as low as 0.57, far below that 
found when fat alone is being consumed. With such a 
lowered carbon dioxide oxygen ratio it must be assumed 
that very little carbohydrate, if any, is being utilized. 
Two factors bring about the same physiologic condition 
in chronic alcoholism. Alcohol itself interferes with 
carbohydrate metabolism and fat oxidation because of 
its action as a cell and tissue toxin,*® and because of 
starvation or lack of carbohydrate in the diet sugar is 
withheld from the metabolic cycle. According to Hig- 
gins * the respiratory quotient drops to 0.667 in aicoholic 
intoxication. In starvation it may be below 0.7. From 
experiments by Himwich,’ and Elliott and Baker?” it 
is evident that the respiratory quotient of liver tissue 
itself under such abnormal conditions is always lower 
than the respiratory quotient of the body as a whole. 
It seems evident then that when two factors are operat- 
ing, alcohol and starvation or alcohol plus a protein-fat 
diet, all of which cause a marked lowering of the respira- 
tory quotient, the liver will accumulate unoxidizable iat 
and that liver cells will be deprived of oxygen and nutri- 
tion. The liver becomes an unnatural storehouse of fat 
and approaches, so far as oxygen carbon dioxide 
exchange is concerned, the normal fat storage tissues 
of the body, in which this is very low. There is then a 
complete depletion of glycogen from the liver, the 
absence of which renders it more susceptible te all 
poisons of this nature. 

The usual effect of relative anoxia on cells in general 
pathologic processes seems to be enhanced in the liver. 
I refer to the type of cell degeneration which accom- 
panies a decrease of oxygen in tissues below the amount 
necessary for normal function. This results, in what- 
ever organ concerned, in a slow atrophy of cells, fre- 
quently manifested also by coagulation and hyaline 
degeneration of the cytoplasm. When more acute and 
more severe restriction of oxygen takes place, necrosis 
of cells, with or without fatty degeneration, occurs. In 
both cases fibrous tissue develops, partly as a direct 
result of relative anoxia and partly as a reparative 
process following death of cells. These processes occur 
in the liver when the physiologic condition just 
described is produced by alcoholic poisoning and the 
consequent restriction or inhibition of carbohydrate 
metabolism becomes severe (Connor '°*), 

By alcoholic poisoning and severe chronic alcoholism 
I mean the constant consumption of sufficient alcohol 
in any form to alter materially the normal carbohydrate- 
fat metabolism or the consumption of large amounts so 
frequently that normal metabolism may not be reestab- 
lished in the intervals. To comprehend this the 
ordinary drinker must discard his somewhat naive and 
amateurish conception of what constitutes a “heavy 
drinker.’ One is astounded to learn, that a “two bottle 
man” means a 2 quart bottle man and not two pints 
a day and that men, and now very frequently women, 
may consume a gallon or more of sherry wine (from 20 
to cent alcohol) ‘in twenty-four hours, and one 
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must keep in mind that most alcohol addicts, like mor- 
phine addicts, become pathologic liars when questioned 
in routine history taking. They have acquired some 
degree of tolerance, which must mean that their metab- 
olism has become adjusted to the physiologic level at 
which alcohol burns, just as man may become adjusted 
to a diet of protein and fat alone with a permanently 
lowered carbon dioxide oxygen exchange. This toler- 
ance is broken through when the liver becomes filled 
with fat, and the time comes when very small amounts 
of alcohol may cause a degree of lasting intoxication. 
This is so in experimental animals ; after a time smaller 
and smaller amounts of alcohol are needed to keep 
them in a constant state of semicoma. 

From the large number of cases studied, composite 
pictures may be assembled to illustrate three phases 
of disease of the liver produced by alcohol. The three 
phases occur at the ages of about 40 to 45, from 50 to 55 
and from 50 to 65, respectively, the ages overlapping 
as would be expected from the nature of the disease. 
When it is understood that the first acute stage may be 


reached in from six months to two years, the second in 


from one to five years and the third in from two to 
twenty years or more, it can be seen how unreliable age 
statistics are. The age is usually above 40, because men 
usually do not begin to drink the quantities of alcohol 
necessary to produce these changes until after that age. 

1. The acute fatty liver of alcoholism develops after 
the prolonged use of very large amounts of alcohol 
during which little or no food is taken or the food con- 
sists of protein and fat only."' It is found in men 
picked up by the police who die shortly afterward in 
prison or in city hospitals. It is most common in the 
coroner’s morgues in all large cities. When the patient 
lives long enough for clinical examination he may show 
signs of cirrhosis, such as jaundice and some ascites, 
but has a large liver. The liver is pale and greasy, 
containing about 60 per cent fat. It may be lobulated 
because of the severe swelling but is usually smooth. 
Because of the swelling also there may be intrahepatic 
obstruction to bile ducts, giving a green coloration, and 
portal obstruction without fibrosis. Such livers are 
recognized by all medical examiners as due to aicohol 
and as being associated generally with poor nutrition. 
The patients who die in this stage represent the inevita- 
ble mortality during the experimental production of 
cirrhosis in man. ‘The others pass on to the next stage. 

2. The fatty liver in which there is early but definite 
and progressing perilobular fibrosis is the product of 
alcoholism which is less in degree than that causing the 
first phase but which is nevertheless severe. In the liver 
which survives drastic alcohol poisoning and _ partial 
starvation diets, a fibrous tissue stroma will develop 
in the course of time. The liver is large or normal in 
weight and moderately lobulated or smooth. It is 
sclerotic, may or may not be bile stained and produces 
classic early signs and symptoms of cirrhosis. The 
condition is the common fatty cirrhosis of the liver 
found in most classifications. 

3. The liver in the thitd phase is likely to be some- 
what reduced in size and to have a nodular surface and 
a thickened capsule. It never becomes as small as the 
liver of toxic cirrhosis, seldom weighing under 1,300 
Gm. Fat may or may not be present. The condition 
follows the long-continued use of excessive amounts 
of alcohol by persons who have continued to eat a better 


11. The peculiar metabolic in alcoholism which 
demands more alcohol, or protein, which causes a 
respiratory exchange in tissues ‘enueiiien that of alcohol, needs to be 
investigated. 


CIRRHOSIS OF LIVER—CONNOR 


389 


diet, but both as to alcohol and diet the habits have been 
abnormal. There may have been intermittent severe 
episodes of drinking lasting long enough to damage the 
liver permanently. To produce this condition requires 
much more than could be called a moderate use of 
alcohol, but it can be understood how by alternating the 
twe primary factors involved, alcohol intake and diet, 
the process might be accelerated or retarded indefinitely. 
This phase forms the classic cirrhosis of the portal type 
and, because fat may be absent, is classified simply as 
Laénnec’s cirrhosis, with a helpless gesture of resigna- 
tion when the question of causation arises. Fat dis- 
appears from the liver when the body fat is exhausted, 
and the liver becomes smaller after prolonged starva- 
tion; fat rapidly disappears when the consumption of 
alcohol is discontinued, and the resumption of a normal 
diet or the administration of dextrose solution causes a 
rapid disappearance of fat as the liver fills with gly- 
cogen. The presence or absence of fat, then, has little 
significance in this late stage. 

While it may be impossible to assign degrees of 
importance to all factors involved in the production of 
alcoholic cirrhosis, the following summary gives an idea 
of some of the combinations possible. The one constant 
factor in all of them is the excessive consumption of 
alcohol. This does not preclude the possibility that 
other factors contribute to the metabolic condition pro- 
dyced in some cases. It is uncommon, however, to 
find any such conditions at autopsy. 

1. Starvation or partial starvation and the continuous 
use of large amounts of alcohol. This produces fatty 
livers from which the patients may die before cirrhosis 
develops. 

2. Diet restricted to protein and fat plus alcohol. 

3. Diet containing some but an insufficient amount 
of carbohydrates and vitamins, plus large amounts of 
alcohol habitually. This diet may prolong the time of 
development of cirrhosis by years. 

4. A sufficient diet plus alcohol, alternating with 
periods of severe alcoholism with an insufficient diet, 
these periods coming so close together that in the 
interim the liver has not had time to return to normal. 

5. Diet adequate in protein, fat, carbohydrate and 
vitamins ; that is, a balanced diet plus alcohol. Whether 
any one on such a diet will have alcoholic cirrhosis is 
very doubtful. A person eating three regular, balanced 
meals a day will probably not become a chronic alcohol 
addict in the sense that this term is used here, as long 
as this regularity continues. It has been demonstrated 
in both man and experimental animals that it is possible 
to maintain metabolic equilibrium within safe limits 
even when large amounts of alcohol are taken habitually. 


ABSTRACT OF DISCUSSION 


Dr. Ernest M. Hatt, Los Angeles: I believe Dr. Connor 
is on the right track. Practitioners have been trying for years 
to produce cirrhosis of the liver experimentally and have suc- 
ceeded by the use of copper but not by the use of alcohol. 
We became convinced recently that the reason for failure is 
that the animals have received an adequate diet. I have been 
teaching classes for some three years that the alcoholic type 
of cirrhosis is probably due to use of alcohol plus an inade- 
quate diet. I am studying a group of cases from the Los 
Angeles County Hospital, selecting sixty-eight on the basis 
of enlargement of the liver, which usually weighs from 2,000 
to 5,000 Gm., and of the fact that microscopically the liver 
is still active—that is, necrosis is still going on in the hepatic 
cells, and the connective tissue is relatively young and active, 
as Dr. Connor has shown in his photomicrographs. There is 
considerable fat in a great many of the livers. In about one 
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third of the cases comparatively little fat is seen. The history 
of the patients is interesting. Eighty per cent of them were 
definitely alcoholic. Of the twelve who had no record of 
alcoholism, eight were severely ill when they came into the 
hospital. One had lobar pneumonia, one confluent bronchopneu- 
monia, two generalized peritonitis from ruptured appendix, 
and so on. It is not remarkable that no history of alcoholism 
was obtained in these eight cases. That leaves four cases in 
which there is no history of alcoholism or no reason for the 
omission. Only one person of the sixty-eight stated that he 
had not used alcohol. I believe with Dr. Connor that these 
large quantities of alcohol affect the liver, especially when the 
person fails to take an adequate amount of focd. Herter and 
Williams have shown in subjecting dogs to chloroform anes- 
thesia that if they repeat the procedure every day for three 
or four weeks—not allowing the liver to recover between times 
—they produce definite cirrhosis of the liver, whereas Whipple 
and Sperry showed that, after two or three prolonged periods 
of anesthesia with chloroform, necrosis of the centers of the 
lobules developed and yet cirrhosis of the liver failed to appear. 

Dr. FRANK RAyMOND MENNE, Portland, Ore.: Dr. Con- 
nor has opened an old controversial subject, which was made 
the subject of the International Association of Pathologists 
meeting several years ago. Their final conclusion was that 
while they could incriminate alcohol it has never been fully 
proved to be the logical factor. I recognize two types of 
cirrhosis with fatty changes in the liver. Dr. Connor’s sec- 
tions show those types. In the first the peripheral fibrotic 
framework becomes more prevalent by virtue of the fat present. 
That is an atypical form of cirrhosis. Sometimes I hesitate 
to call it cirrhosis. The second is periportal fibrosis or cir- 
rhosis in which there is also fatty change. It is difficult to 
separate the “wheat from the chaff” as to whether two inde- 
pendent processes might exist or as to whether cirrhosis might 
have occurred and then fatty infiltration or fatty manifesta- 
tion. I agree that certain forms of consumption of alcohol in 
certain countries seem to bring forth an increased incidence of 
cirrhosis of the liver. Scotland, notoriously having high con- 
sumption of alcohol, does not have as great an incidence of 
cirrhosis as some parts of India, where no alcohol is con- 
sumed, Other similar experiences have been brought to light. 
I with my associates recently had occasion to study twenty- 
two instances of acute methyl alcohol poisoning, which I have 
reported in the Archives of Pathology (26:77 [July] 1938). 
These men had for many years consumed denatured alcohol 
with all its by-products. They preferred it with at least 5 
per cent methyl alcohol; if 5 per cent methyl alcohol was not 
present they didn’t think they were getting a “kick” out of it. 
On one occasion, through an indiscreet sale of pure methyl 
alcohol, they consumed varying quantities from 200 cc. to a 
pint (475 cc.). Fatty changes were present in all of the livers, 
but in only one was there the slightest trace of cirrhosis, a 
typical periportal cirrhosis. Several years ago I had occasion 
to analyze the incidence of cirrhosis among 5,000 autopsies. 
and similar facts were present. 

Dr. A. J. Cartson, Chicago: May I make a plea for more 
accuracy in presentations and discussions? speaker 
referred several times to alcohol causing cirrhosis. That is 
an old question, but it obviously depends on the quantity of 
alcohol. When a speaker refers to experimental alcoholism in 
dogs or other animals, let him cite the quantity of alcohol in 
twenty-four hours, so that the members may have something 
to go by, not just a general term, as if a sniff of alcohol at 
a distance of a hundred feet will produce cirrhosis of the liver. 
| think it is incumbent on contributors to get quantitative 
relations, particularly if they publish their results, and it 
won't hurt them even when they talk. 

Dr. Cuarces L. Connor, San Francisco: Of course I did 
not say that alcohol is the only thing which will cause cir- 
rhosis, but exactly the opposite. I said that large amounts of 
alcohol are necessary, and the amount of alcohol that men can 
take varies greatly. Many men get a tolerance to alcohol, 
which I think means that they get accustomed to a lower 
respiratory quotient, just as a man may become accustomed 
to a protein and fat diet and get along well. Other things 
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—among them diabetes and some of the poisons which are 
similar to alcohol in their action; a cirrhotic liver which has 
not been previously fat may become fatty toward the end. As 
patients do not eat during the last few days of their lives, fat 
will infiltrate into the liver. Frequently at postmortem exam- 
ination persons are shown not to have eaten or assimilated 
food for the last three or four days. The fatty liver of that 
sort is of no importance. The men that Dr. Menne men- 
tioned, who died without cirrhosis, represent the first group 
which I mentioned; they manifest the inevitable mortality of 
alcoholism during the experiment in man himself. Methyl 
alcohol, and perhaps even gasoline, which some of the patients 
here have been drinking, will cause similar fatty changes. 
Dogs die in that stage, or any other animal will die in that 
stage, and the experiment in dogs is attended by a high mor- 
tality. If they live long enough, however, they will get a 
fatty type of cirrhosis. The difficulty with man as well as 
with animals has been to have them live until they get the 
cirrhosis. I did not have time for details. I condensed a 
large amount of work into a short paper. Most of my data 
on the respiratory quotient of the liver came from physiol- 
ogists who have published it in textbooks or papers. The 
amount of alcohol that the dogs got varied from 50 cc. of 
40 per cent alcohol downward. After the livers became fatty 
the dogs could take considerably less, and my object was to 
keep them saturated, and at the same time to keep them alive, 
so that absolutely quantitative methods could not be followed. 
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The present status of treatment of incurable tuber- 
culous cystitis as well as pain arising in the bladder in 
general, and especially the rather discouraging opinions 
that can be gleaned from the literature with regard to 
its treatment by superior hypogastric (presacral) 
neurectomy, lead us to report our results in a series of 
cases of intractable painful cystitis in which relief was 
obtained by the use of pelvic sympathetic surgery. 

The treatment of this distressing condition in the 
past has been only moderately successful and 15 used 
in only a relatively small number of the patients 
affected. The newer knowledge of the nerve pathways 
to and from the bladder, as well as recent concepts of 
the physiology of the bladder in man, has made it pos- 
sible to relieve greatly not only pain arising in the 
bladder but also other symptoms, such as frequency and 
nocturia associated with it. All types of treatment of 
painful and tuberculous cystitis have been well covered 
in textbooks and the periodical literature.’ 


Dr. Cumming died June 22, 1938. 

We acknowledge the help and courtesy Bes Dr. W. J. M. Scott of the 
University of Rochester School of Medicin 
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Attempts to relieve pain arising in the pelvis by sym- 
pathetic surgery are not new. The work of Jaboulay ” 
in 1898 toward this end is now being given due credit. 
Jaboulay, believing that pain from the pelvic viscera 
might reach the central nervous system through the 
sympathetic nerves, sought to cut the rami communi- 
cantes of the sympathietic chain by a_ retrorectal 
approach. His operation was partially successful 
because of the lack of accurate knowledge of the pelvic 
nerve supply. Latarjet * in 1913 gave a more adequate 
description of the nerve supply of the pelvis and 
described further the “presacral nerve,’ which now 
often goes by his name. Winslow, however, is given 
credit for the first description of this group of nerves 
in 1732. It was not until 1921 that sympathetic sur- 
gery was again systematically directed toward the relief 
of pelvic pain. In that year Rochet * did periureteral 
sympathectomies, believing that the pain in tuberculous 
cystitis was due to spasm originating in the lower 
ureters. He reported three cases, one with some relief 
of pain, but in all there was incontinence and the opera- 
tion was abandoned. In spite of the earlier description 
of the “presacral nerve” (superior hypogastric plexus), 
it was not until 1925 that Cotte ® first employed pre- 
sacral neurectomy (Cotte’s operation) for the relief of 
pelvic pain, reporting numerous gynecologic cases of 
pelvic pain since that time, in the large majority of 
which the patient was entirely relieved by the opera- 
tion, One year later (1926) Pieri® used presacral 
neurectomy for the relief of pain in the bladder in tuber- 
culous cystitis; he had, however, only mediocre results 
in his first case. He then added sectioning of the sacral 
rami communicantes and the dividing of the sacral sym- 
pathetic chains at the level of the first sacral segment. 
The results of the latter operation were far superior. 

Learmonth ‘ in 1930 applied Cotte’s operation (resec- 
of the presacral nerve only) to paralytic bladders. He 
proved on human beings subjected to this type of sur- 
gery definite physiologic facts on which the operation 
is based. By arranging cystoscopic examinations at 
the time of operation his colleagues observed the 
changes following stimulation and division of the nerves 
in question, 

The anatomy of the pelvic sympathetic nerves, sup- 
plying the bladder and posterior urethra, is rather 
intricate and has been thoroughly described in the litera- 
ture,“ so that only a brief outline is in order here 
(fig. 1). 

The bladder and posterior urethra receive their nerve 
supply from three sources: somatic, sympathetic and 
parasympathetic (figs. 2 and 3). 

The somatic nerves carry both motor and sensory 
fibers to the bladder and posterior urethra by way of 
the pudic nerve, derived from the anterior division of 
the third and fourth sacral nerve roots. 


2. Jaboulay, M.: Le traitment de la nevralgie pelvienne par la paraly- 
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chir. 18: 462, 1921. 
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Surg. 100: 30 (July) 1934. Dennig, Helmut: Untersuchungen uber 
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notes 20 and 28). ouglass.! Abbott and Pfaff.™ Ela 


IN THE BLADDER—SCHROEDER AND CUMMING 


391 


The sympathetic nerve supply is derived from the 
thoracicolumbar system and is divided into three groups 
as to location and source: right lateral, middle and left 
lateral plexus trunks derived from the celiac, renal, 
mesenteric and first four lateral lumbar sympathetic 
chain ganglions. The latter are preganglionic medul- 
lated fibers and represent more than half of the fibers 
of the superior hypogastric plexus, all the former being 
postganglionic nonmedullated fibers. These plexuses 
are “bottle necked” in the region of the last lumbar 
vertebral body to form the so-called presacral nerve 
(superior hypogastric plexus), which in turn divides 
into two definite hypogastric nerves that course through 
the hypogastric ganglions (two large flattened ganglions 
on the lateral aspects of the rectum) and hence to the 
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Fig. 1.--Anatomy of the pelvic sympathetic nerves supplying the bladder 
and urethra 


bladder. he superior hypogastric plexus has many 
variations.” It receives branches from other regions: 
from the inferior mesenteric plexus, from the last gan- 
glion from the lumbar chain '® and from the first sacral 
ganglion as shown by Douglass.'' Mueller '* shows 
also several branches to the lateral sacral sympathetic 
chain at various levels. Our own dissections have 
shown these to be variable. Anatomists working with 
preserved cadavers in the dissection room have as a 
group shown the superior hypogastric plexus more as 
a conglomerate nerve, whereas surgeons and_ those 
working with live tissue, and our own work with fresh 
cadavers, reveal a plexiform group with several fine 
fibers to and from the lateral sacral chain. As shown 
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by Elaut,’® it in most cases is not a “nerve” but a plexus 
and not presacral in location but opposite the fifth 
lumbar vertebral body. The presacral nerve, therefore, 
should rightfully be called the superior hypogastric 
plexus, which name has become standardized, although 
it has had numerous other names since its first descrip- 
tion.'® 
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Fig. 2.—Diagram showing nerve supply of the bladder and posterior 
urethra, 


The parasympathetic fibers take their origin from 
the anterior primary divisions of the second, third and 
fourth sacral nerves.'* They emerge as three roots 
and form the so-called pelvic nerves to the bladder, 
course to the hypogastric ganglions (which consists 
mostly of pelvic nerves as shown by degeneration 
experiments, and therefore would better be called pelvic 
plexus), finally lose their medullary sheaths and are 
divided into three roots as follows: 

1. Upper root going to the fundus of the bladder. 

2. Middle root going to the midportion of the 
bladder. 

3. Lower root going to the lower aspect of the blad- 
der, supplying the vesical neck and the first portion of 
the urethra. 

The basic physiology concerned with the nerve sup- 
ply of the bladder, as with sympathetic physiology gen- 
erally in man, lags behind the surgery of the system. 
Head, Learmonth, Aburel and Kapri!’ and McCrae 
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and McDonald '* have probably done the most work 
clinically and experimentally along this line. Lear- 
month and Braasch found by simultaneous cystoscopy 
and laparotomy with exposure of the superior hypo- 
gastric plexus that the sympathetic nerves brought 
about closure of the ureterovesical orifices, contraction 
of the trigon, closure of the internal sphincter, contrac- 
tion of the prostate, seminal vesicles and ducts, and 
inhibition of the expulsive power of the bladder, and 
that they carried afferent fibers for sensation in the 
bladder. It has been noted also that the parasympa- 
thetic system brought about initiation and augmentation 
of the contraction of the bladder and inhibition of the 
internal sphincter, afferent fibers of the micturition 
reflex and afferent fibers for the sensation of pain in 
the bladder. 

Summarizing the motor relations, 
sympathetic nerves the “nerves of accommodation of 
urine’ and the parasympathetic the contracting or 
“emptying” nerves of the bladder. Jaboulay called 
the presacral nerve the “brain” of the pelvic sympa- 
thetics.? Both systems, as pointed out, carry sensory 
fibers, the majority of which are carried by the para- 
sympathetics, although sensory fibers also course 
through the sympathetic (superior hypogastric plexus ) 
group, as shown by Learmonth,?’ who cites a case of 
total paraplegia in which the patient had some sensa- 
tion in the bladder. It has been further shown by 
Pi-Sufer and Raventos *' that section of one system 
does not abolish sensibility in the bladder. 

Recent work by many observers, especially McCrae 
and McDonald,’* reveals doubt as to whether one sys- 
tem is exclusively excitor and the other inhibitor in 
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Fig. 3.--Schematic diagram showing nerve connections. 


function or that they are antagonistic. They admit, 
however, that the sympathetic and parasympathetic 
nerves work together with the pudendal nerves in 
regulation of the bladder. Most observers agree that 
the parasympathetic nerves are the most important. 
McCaughan,** quoting Gruber, states “that the bladder 
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is enervated by the sympathetic and parasympathetic, 
each supplying both motor and inhibitory impulses, and 
that there is no difference between the effect of these 
two systems except the possibility that the parasympa- 
thetic nerves carry stronger impulses.” 

With these facts in mind, we attempted to perform 
a more radical sympathectomy than Cotte’s presacral 
neurectomy and Pieri’s division of the sacral sympa- 
thetic chain and rami communicantes. This we accom- 
plished by doing an excision of the superior hypogastric 
plexus and, in addition, exeresis of the sacral sympa- 
thetic chains including the first, second and_ third 
sacral ganglions with all their connections. The latter 
procedure is similar to the phrenico-exeresis of Felix,?" 
which he proposed in 1924 for a more complete and 
lasting paralysis of the diaphragm. Felix’s operation 
today is little used because of the permanence of dia- 
phragmatic paralysis, the very thing we are striving for 
in this type of operation. The combined operation 
itself, excision of the superior hypogastric plexus and 
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Fig. 4.—Simple excision of the superior hypogastric plexus (Cotte’s 
operation), 


lateral sacral ganglions, is only slightly more difficult, 
technically, than excision of the superior hypogastric 
plexus alone (figs. 4, 5 and 6). 

Also, having in mind the work of Jaboulay, Rochet 
and Pieri, the former two in human and the latter, as 
well as others, in animal experimentation which indi- 
cated that complete severance of the autonomic system 
to the bladder is followed by incontinence, we attempted 
a more radical sympathectomy by exeresis of the lateral 
sacral chain along with excision of the superior hypo- 
gastric plexus, thus endeavoring to obtain more lasting 
results. We still leave intact most of the parasympa- 
thetic fibers as well as the pudendal somatic supply. 
In order to remove the sensory fibers of both these 
groups and not the motor (which had always been done 
with nerve resections, resulting in incontinence) we 
have added, when necessary, the postoperative use of 
intrathecal alcohol, with careful exacting control of the 
subarachnoid dispersion (fig. 7). This does not result 
in paralysis but does give relief of pain and cessation 
of frequency. The sensory fibers in the superior hypo- 
gastric plexus are diffused over a larger area in the 
cord and are not well adapted to intrathecal alcohol 
(renal, celiac, mesenteric and lumbar sympathetic 
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chain). These fibers are conveniently attacked by sur- 
gery, since they are “bottle necked” over the fifth 
lumbar vertebra in the form of the superior hypo- 
gastric plexus, as stated. Dogliotti** first suggested 
and used subarachnoid alcohol for the relief of intoler- 


Sympathetic 


an 


Sup hypogastric 
plexus 


Hypogastric ganglia 


Fig. 5.--Excision of the superior hypogastric plexus: section of sacral 
eytapathatic chain and rami communicantes (Pieri’s operation). 


able pain, and it has been suggested by others for the 
relief of pain resulting from tuberculosis of the kidneys 
and bladder.*® Intrathecal injection of alcohol, although 
simple, is not without danger. Numerous accidents and 
sequelae have been recorded.** 
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Fig. 6.—Excision of the superior hypogastric plexus: 
sacral sympathetic chains. 


exeresis of the 


The technic of the injection of alcohol for this type 
of subarachnoid dispersion is as follows: A spinal tap 
is carried out as low down as possible in the spine. 
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It is important to suffuse the most caudal continuation 
of the dural sac, since only the sacral nerves are to be 
necessarily affected by the injection. Stern?’ has 
shown that injections in between the spinous processes 
of the second and third lumbar vertebrae are more apt 
to be followed by paresis of the bladder than injection 
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7.—Excision of the superior hypogastric plexus; exeresis of the 
sacral sympathetic chains followed by intraspinal alcohol. 


one level higher, when the lateral prone position is 
used. We suggest, and have used in most cases, a 
lateral prone position with the buttocks high and the 
torso rotated anteriorly—an oblique position—and make 
the spinal tap as low as possible. From 0.5 to 1 ce. of 
absolute alcohol is used and the injection is given very 
slowly, the patient being kept in the exaggerated posi- 
tion described for three hours and then in a face down 
prone position for an additional three hours. No 
vesical or rectal paralysis has resulted from these injec- 
tions. We have had patients with transient paralysis of 
the bladder and even transitory weakness of the leg 
by using a higher level and not keeping the patient in 
the exaggerated position with the torso rotated 
anteriorly. 

The technic of the combined operation is similar to 
that described by Pieri® and others,** except that the 
sympathetic chain is divided as in Pieri’s operation ; the 
proximal end of the distal segment is then grasped with 
a hemostat and the instrument is rotated, the nerve 
being wound on the clamp and at the same time the 
chain being gradually freed with a blunt instrument 
from all its attachments to or below the third sacral 
segment. 

This more radical denervation causes a significant 
change in the physiology, so that there has been slight 
disturbance of micturition with temporary postopera- 
tive incontinence but never retention requiring catheter- 
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ization as reported by other authors.*® Other effects, 
such as loss of ejaculation but retention of orgasm, in 
males correspond directly with other cases reported. 
Although in all our female cases pregnancy is contra- 
indicated, it has been shown experimentally by Ros- 
selli *° and clinically by Cotte and others that there is 
no disturbance in the female organs of reproduction. 
There is a retention of the feeling of pleasure which 
normally accompanies evacuation of the bladder. 


COMMENT ON CASES’ REPORTED *! 


In the literature and in reviewing our own cases we 
were impressed with the following facts: 

1. Temporary results are reported, lasting only a 
short time, from simple excision of the superior hypo- 
gastric plexus alone. 

2. Results from simple resection of the superior 
hypogastric plexus are varied with regard to beneficial 
effect. 

3. Uniformly poor results in applying excision of 
the superior hypogastric plexus to relieve the symptoms 
of interstitial cystitis are reported. The results are 
relatively poor even with excision of the superior hypo- 
gastric plexus and the lateral sacral chains, as shown 
by case 8 

We have purposely delayed reporting our own results 
until sufficient time has elapsed to show that the results 
are relatively permanent. For example, in case 1 
resection of the superior hypogastric plexus and lateral 
chains was performed July 1934, lacking approximately 
one month of being four years, and with lasting results. 
Variations in results from excision of the superior 
hypogastric plexus alone, as reported in the literature, 
probably are due to differences in the anatomy of the 
plexus itself, not all fibers being excised, such as 
branches going from the lateral sacral chains and to 
the plexus of the inferior mesenteric artery, or its con- 
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Fig. 8 (case 7).—Persistence of binder symptoms eighteen months after 
nephrectomy for tuberculosis. Permanent relief of pain, increased bladder 
capacity and decreased bladder Srritability followed resection and alcohol 
injection. 


tinuation, the superior hemorrhoidal, which are not 
divided with the simple excision operation. These 
variations have been repeatedly shown in our dissec- 
tions both on patients and on fresh cadavers. The dis- 
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crepancy in results in cases of tuberculous cystitis, as 
compared to those of interstitial cystitis, can be 
explained on the following basis: In _ tuberculous 
cystitis the lesions are notoriously on the trigon and 
about the ureteral orifices, whereas in interstitial cysti- 
tis the visible lesions are found most frequently on the 
anterior wall, the position of the elusive ulcer of Hun- 
ner, or in almost any other part of the bladder. The 
trigon apparently never is involved, as stated by Hin- 
man.** The nerve supply also varies as to the portion 
of the bladder supplied; the sympathetic (superior 
hypogastric plexus) group supplies the region of the 
trigon more exclusively with motor fibers (Macht 
[1918] with drugs and Learmonth [1931] with stimu- 
lation) and it is reasonable to suppose that the sensory 
distribution is similar; whereas the parasympathetic 
nerves are concerned more with detrusor stimulation in 
all parts of the bladder except the trigon and carry most 
of the pain fibers, so that, in lesions of the bladder not 
especially prominent on the trigon, section of the sym- 
pathetic group is not sufficient even when sympathec- 
tomy is more complete, as with the operation described 
(resection of the superior hypogastric plexus and lateral 
sacral chains ). 

This may shed light on a trophic or nervous origin 
of the lesions in interstitial cystitis. The pain of tuber- 
culous cystitis may be on a basis of trigonal or ureteral 
spasm, and removal of the sympathetic supply may 
influence them and thus alleviate the pain by relaxation 
of the vesical orifice and trigon. Based on the fore- 
going facts, we have therefore used injection of alcohol 
intrathecally along with sympathectomy for controlling 
the sensory components of the parasympathetic and 
pudic nerves when lesions are present over the entire 
bladder or posterior urethra and not confined to the 
trigon or thereabouts. Intrathecal (intraspinal or sub- 
arachnoid) alcohol, as procaine and other anesthetics, 
shows a selected action for sensory nerve tissue. The 
effect of alcohol or any of the other nerve-paralyzing 
drugs is not without danger and should be used only in 
cases of intractable pain when an accurate diagnosis has 
been made and confirmed and when no other measures 
after long intensive use have given relief. 


SUMMARY 


We do not condemn simple excision of the superior 
hypogastric plexus for other conditions such as neuro- 
genic imbalance. We, like Learmonth and Braasch,** 
have had good results with simple excision in these 
neurologic cases. It has also been reported used by 
Richer ** for atony of the vesical neck and by Abbott *° 
for atony of the bladder and intestine, as well as by 
others for interstitial cystitis,** chronically infected or 
contracted bladder,** cancer of the bladder ** and spastic 
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irritable bladder,®® with varying degrees of success. 
Cotte,*° however, reports a case in which there was 
cystalgia accompanied by dysmenorrhea in which resec- 
tion of the superior hypogastric plexus relieved the dys- 
menorrhea but the cystalgia persisted and was relieved 
only by denervation of the vesical neck. Ward * 
reports its use in hydro-ureters with good results. It 
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Fig. 9 (case 10).—Recurrent symptoms of bladder tuberculosis seven 
years after nephrectomy. Complete relief of pain and frequency followed 
resection and alcohol injection. 


has also been advocated by Adson * and Craig ** as an 
additional procedure in sympathectomy for Hirsch- 
sprung’s disease. It has probably been used more 
widely in gynecologic conditions than in any other. 
Since Cotte ® first advocated it he has done it in hun- 
dreds of cases with good results. Similar results have 
been obtained by many other operators for all types 
of gynecologic disorders including dysmenorrhea,** 
pelvic neuralgia,* obscure pelvic pain,*® chronic pelvic 
inflammatory disease,** dysmenorrhea with severe 
bleeding,** kraurosis vulvae ** and carcinoma of the 
uterus.*” Likewise, in general surgery the pain arising 
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from carcinoma of the rectum has been reported greatly 
relieved by its use.°° Cotte and Dechaume,** by care- 
ful microscopic studies of cases in which there was relief 
from dysmenorrhea and no other reason discernible to 
cause it, have found definite evidence of inflammation 
in and around the excised plexus, throwing light on the 
etiology of so-called essential dysmenorrhea. Heitz ** 
points out that resection of the superior hypogastric 
plexus for gynecologic pain usually is a benign opera- 
tion, giving relief with castration. 


CONCLUSIONS 

1. The literature is inclined to be slightly misleading 
with regard to the value of sympathetic surgery for the 
relief of pain in the bladder and frequency in incurable 
tuberculous cystitis and in other intractable and dis- 
abling conditions of the bladder. 

2. Results of our operative cases show significant 
and lasting improvement. 

3. The literature has shown that excision of the 
superior hypogastric plexus alone does not suffice in 
all cases, and the results of our operations have strength- 
ened the hypothesis of this theory. 

4. We therefore recommend excision of the superior 
hypogastric plexus and exeresis of the lateral sacral 
sympathetic chains. 

5. Intrathecal (subarachnoid) injection of alcohol 
with controlled dispersion is a great adjunct to surgery 
and is probably related to the disruption of the para- 
sympathetic and somatic pain fibers. 

7815 East Jefferson Avenue. 


ABSTRACT OF DISCUSSION 

Dr. ALEXANDER B. HeEpter, Seattle: For the relief of pain 
presacral neurectomy alone might be expected to fail in a large 
percentage of cases because only a portion of the afferent fibers 
are contained in the hypogastric nerves. Although removal of 
additional sensory pathways through the lateral sacral sympa- 
thetic chain may give improved results, it will still fall short of 
complete relief in many cases, because of the afferent fibers in 
the parasympathetic and the somatic pudic nerves. It is difficult 
and undesirable to sever the latter nerve pathways to the bladder, 
because they contain not only other afferent fibers that are 
important in reflex functions but also motor fibers. For this 
reason Drs. Schroeder and Cumming, in an attempt to remove 
only the important sensory fibers in these roots, have injected 
alcohol to get a sensory paralysis without a motor paralysis. 
This is possible because alcohol will affect the sensory nerves 
before it will the motor, not because it has any special affinity 
for sensory nerves but because in the sacral roots the pain fibers 
are more peripherally located and less heavily myelinated, so 
that they will be affected first. The extensive procedure of 
Drs. Schroeder and Cumming is based on sound principles. 
However, | want to emphasize that much of the uncertainty 
which surrounds operations on the sympathetic trunks of the 
bladder for pain can be removed by the simple diagnostic test, 
before operation, of anesthetizing the pathways that one proposes 
to interrupt, with procaine hydrochloride. In this way one can 
tell not only how extensive a sympathectomy is indicated but 
whether or not any will work. Into the superior hypogastric 
plexus and the presacral nerves is injected 10 ce. of a 2 per 
cent solution of procaine hydrochloride, according to the method 
described by Flothow. The injection is made at the level of the 
fourth lumbar interspace, about 7 cm. from the median line; 
the needle is passed in at an angle of about 45 degrees to the 
upper portion of the body of the fifth lumbar vertebra and is then 
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passed in for about 1.5 cm. along the anterolateral surface of 
the body of the vertebra, and 10 cc. of procaine hydrochloride is 
injected. This is done on both sides. If the diagnostic injection 
is made at the time the patient is experiencing pain and the pain 
is relieved, presacral neurectomy alone can be done with assur- 
ance that it will almost certainly give complete relief from pain. 
If this injection does not relieve pain, low spinal anesthesia is 
given at the same level as the proposed intrathecal injection of 
alcohol. This will anesthetize the parasympathetic fibers in the 
second, third and fourth sacral roots and the somatic fibers in 
the third and fourth. If this alone relieves pain, laparotomy 
should be unnecessary. It would seem that if a large portion 
of the afferent sensory fibers pass through the parasympathetic 
and somatic nerves, as the authors have contended, or at least 
if the impulses are stronger, an intrathecal injection of alcohol 
alone should suffice in a larger percentage of cases than pre- 
sacral neurectomy alone or the combined operation. If the pain 
is not relieved by either of the injections alone but is relieved 
when they are combined, one at least has some assurance that 
the combined operation will be successful. If the combined 
injections do not relieve pain, the suspicion is aroused that the 
symptoms are psychogenic. 

Dr. J. C. Necrey, Glendale, Calif.: I was hopeful that a 
large number of cases could be found in a urologic clinic which 
had 12,232 hospital admissions in ten years and a sanatorium 
for tuberculosis which had 9,200 patients in sixteen years. The 
eight cases I present are all that I found. Of the eight cases 
there were four of interstitial cystitis. The first patient, a 
woman aged 39, had pain, burning and frequency for four years. 
This patient had undergone sympathectomy, appendectomy and 
removal of a cystic ovary, with about 30 per cent relief two 
years after operation. The second patient, a woman aged 39, 
had pain, burning and nocturia for four years. She had about 
40 per cent relief two years after operation, and then after a 
course of sultanilamide her relief increased to about 80 per cent 
and her nocturia entirely disappeared. Of the two patients with 
tuberculous cystitis, one, a man aged 24, had pain and almost 
continuous voiding for a period of about eight months. He had 
about 30 per cent relief. He died three months later of rupture 
of the bladder. The other, a woman aged 32, had pain and 
frequency (voiding every thirty minutes) for about a year. She 
obtained about 40 per cent relief from her symptoms but died 
in eight months of acute miliary tuberculosis. All these patients 
had complete operations in that all the visible fibers were 
removed for an appropriate length and there was complete 
denudation of all the blood vessels for a considerable distance 
from the anatomic location of the nerve plexus. The object of 
any operation is cure of the abnormality or relief of distressing 
symptoms to approach as near to 100 per cent as possible. If 
more than 50 per cent relief cannot be offered by an elective 
operation, such operation, in my opinion, is unwarranted. 

Dr. Reep M. Nessit, Ann Arbor, Mich.: At the University 
Hospital I have performed sympathectomy for relief of vesical 
pain in six cases. The types of vesical pain must be differen- 
tiated. Two patients had severe tuberculous cystitis and four 
had nontuberculous cystitis of long standing, at least five years 
for each, which was refractory to all other types of treatment. 
Three of the patients had the combined operation described by 
the authors, resection of the superior hypogastric plexus and 
exeresis of the lateral sacral sympathetic chains. Three had 
presacral sympathectomy alone. All patients had complete relief 
of vesical discomfort. All the nontuberculous patients showed 
clear urine a few weeks postoperatively without medication. I 
don't know why that happened. Cystometric examinations at 
least one month postoperatively in all six cases showed (1) 
normal control over micturition, (2) increase, in capacity of the 
bladder, (3) normal sensation for temperature and filling, and 
(4) the sensation of overdistention, produced by pain exactly as 
in normal subjects. Cystoscopic examinations of all. patients. 
performed at least one month postoperatively, showed slight 
improvement in the cystitis in cases of tuberculosis and remark- 
able improvement in the appearance of the mucosa in nontuber- 
culous involvement. In one of these cases, that of a woman 
who had been in my hands for ten years for treatment of non- 
tuberculous cystitis, I myself had made cystoscopic examination 
during spinal anesthesia six different times and had never seen 
the ureteral orifices. One month postoperatively one of my 
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assistants observed a normal cystic mucosa and catheterized both 
ureters. Previous to that time the bladder looked like a piece 
of raw beefsteak. In all six cases there was normal tactile 
sensation in all parts of the bladder and electrical stimulation of 
all parts of the bladder produced pain, as it did in the normal 
subject. From these observations it is obvious that normal 
afferent components exist after sy tomy. It would there- 
fore appear that the relief of the spasmodic pain of cystitis which 
follows sympathectomy results from the interruption of vaso- 
constrictor fibers in the presacral nerves, allowing relief of 
muscular or vascular spasm in the bladder. If this is true, 
one would expect relief of pain in cases of cystitis; one would 
not expect it in cases of Hunner ulcer or of cancer of the bladder. 


UNDESCENDED TESTES 


PRESENT STATUS OF GLANDULAR TREATMENT 


WILLARD O. THOMPSON, M.D. 
AND 


NORRIS J. HECKEL, M.D. 
CHICAGO 


In a recent communication to THE JOURNAL we? 
demonstrated that the anterior pituitary-like principle 
from the urine of pregnant women may produce such 
marked stimulation of genital growth in young boys 
that a syndrome resembling premature puberty results. 
The present paper is concerned with the influence of 
this material on undescended testes. 

Since Schapiro’s * report eight years ago, the anterior 
pituitary-like principle has been used extensively in 
the treatment of this condition. In spite of numerous 
observations in other clinics showing a high incidence 
of successful results, we have consistently been unable 
to produce descent in most instances of true cryp- 
torchidism.* In order to explain this discrepancy a 
critical survey of the problem is desirable. An analysis 
of the results of other observers‘ is given in table 1. 


From the Departments of Medicine and Surgery, acer ol Medical College 
of the sssiverenty of Chicago, and the Presbyterian Hospi 

Owing to lack of space this article has gee Banas no The com- 
plete article appears in the authors’ reprin 

Read before the Section on Practice of Medicine at the Eighty-Ninth 
Annual Session of the American Medical Association, San Francisco, 
17, 1938. 

. Thompson, W. O., and Heckel, J.: Precocious Sexual Develop- 

from an Anterior ‘Pituitary. like Principle J. A. M. A. 110: 1813 
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and Thompson, Phebe K.: The Treatment of Undescended Testes with 
Anterior Pituitary-like Substance, Endocrinology 21: 220 (March) 1937. 
Thompson, W. O.; Heckel, N. J.; Thompson, Phebe K., icki 
F. N.: rther Observations on the Treatment of Hypogenitalism 
and Ditnescadied Testes, with Special Reference to the Production of Pre- 
mature Puberty, ibid. 22:59 (Jan.) 1938. 
4, These include: 


Cramer, A. r.: Evaluation of Hormone (Antuitrin S) Ba for 
Undescended Testes in Man, Endocrinology 213230 (March) 1937. 
Rony, Yonoperative (Gonadotropic) of Cryptorchid- 


ism, M. Clin. North America 21: 207 (Jan.) 19 

Werner, A. A.; Kelling, Douglas; Ellersieck, lle and Johns, 
G. Al: Effect’ of Extract of in Cryptor- 
chidism, J. A. M. A. 106: 1541 (May 2) 1 

Denk, W., and U ebelhir, R.: Zur der retentio testes, 
pa internat. de chir. 1: 369, 1936. 

Gorodner, J., and Rolan, R.: Tratamiento hormonal de la ectopia 
testicular, Semana méd. 1: 219 (Jan. 21) 1937. 

Giauni, Gino: Le correlazioni ipofiso-testicolari in terapia, Gazz. d. osp. 
ae 421 (May 3) 1936. 

A. W.: corns Therapy for Ectopic Testes, Canad. M. A. J. 
36: i74 Feb.) 19 

Bigler, J. ee gg M., and Scott, H. V.: Cryptorchidism Treated 
with Principle, Am, J. Dis. Child. 55: 273 (Feb.) 1938. 

Mimpriss, e Treatment of Imperfect Descent of the Testes 
with Lancet 1: 497 (Feb. 27) 

Plum, P.: Treatment of Dystrophia Adiposo-Genitalis with “Gonado- 
tropic Hormone from the Urine of Pregnant Women, Acta med. 
Squats. 93: 65, 1 

Dorff, G. B.: Treatment of the Several Types of wg yer Dys- 
trophy in Boys, with Particular Reference to the Use of Gonadotropic 
Hormone from the Urine of Pregnant Women for Their Imperfectly 
Developed Genitalia, J. Pediat. 8: 704 (June) 1936; The Treatment 
with Gonadotropic Hormone (Anterior Pituitary- like) of Nonadipose 
Boys Showing Genital Dystrophy, ibid. 10:517 (April) 1937; Intra- 
Abdominal reated with Gonadotropic Substance: 
Observations in a Series of Twelve Prepuberal Boys, J. A. M. A 
110: 1799 (May 28) 1938. 
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It may be seen that there were 860 undescended testes 
in 579 patients. The condition was bilateral in 281 
and unilateral in 298. Of all the undescended testes, 
524, or 61 per cent, descended. These successful 
results may be divided according to the original posi- 
tion as follows: intra-abdominal, descent reported in 
eighty-three of 150 cases, or 55 per cent; inguinal, 
descent reported in 172 of 298 cases, or 58 per cent; 
ili upper part of scrotum, descent reported in fifteen 
of seventeen cases, or 88 per cent, and location unstated, 
descent reported in 254 of 395 cases, or 64 per cent. 

In our® series only 20 per cent of all the testes 
descended, and descent occurred in only 27 per cent of 
the patients under 16 years of age (table 2). The 
difference between the high percentage of successful 
results reported by most other observers and our own 
percentage may be attributed in part to our exclusion, 
except in the beginning of the study, of all testes of the 
migratory or retracted types. 


IMPORTANCE OF ACCURATE DIAGNOSIS 


Migratory testes, namely those which move back 
and forth readily from the canal to the scrotum, are 
not true undescended testes and tend to remain in the 
scrotum after puberty. In studying patients referred 
to us for treatment, we have been impressed by the 
large number of testes of this type which were con- 
sidered to be true undescended testes. In distinguishing 
between true cryptorchidism and pseudocryptorchidism 
it is important that the examiner have a thorough 
knowledge of the pathologic anatomy of undescended 
testes and that the testes be carefully manipulated on 
more than one occasion with the patient in the upright 
position. The location of an undescended testis cannot 
be determined accurately with the patient in the recum- 
bent position, and a testis cannot be considered intra- 
abdominal unless it is impossible to palpate it by any 
method of examination. <A testis which appears to be 
in the abdominal cavity in the recumbent position is 
often found in the inguinal canal in the erect position 
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or after straining. It should also be pointed out that 
in any position of the body it may occasionally be 
impossible, because of retraction, to palpate testes that 
at other times can be palpated. . 

The testis is not uncommonly deflected in various 
abnormal positions, notably over the external oblique 
muscle, occasionally toward the base of the penis and 
rarely in the perineum. Such testes can usually be 
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who had effeminate features associated with bilateral 
failure of descent. the patients were all of approxi- 
mately normal body contour except two, who were of 
the Frohlich type. When treatment was started, the 
condition was bilateral in twelve and unilateral in 
twenty-six. Five patients with bilateral failure of 
descent had had a unilateral orchidopexy before they 
came to us for treatment, but in two cases the operation 


Taste 1.—Analysis of Published Reports on the Treatment of Undescended Testes with the Anterior Pituitary-like heads 
With and Without Other Therapy * 


Type Location 

Intra- Upper Part Location 

Bilateral Unilateral abdominal Inguinal of Scrotum Not Stated 

Aver- No.of Total  cent- No. oO. No. No. oO. oO. 
No.of age Unde- No age Before No. Before No. Before No. Before No. Before No. Before No. 
- Age, seended De- ‘Treat- De- Tre De- Treat- De- e Treat- - at- De- 
Author tients Years Testes scended scended ment scended ment scended ment scended ment scended ment scended ment seended 
Totals 

published # -. 108 ‘ 148 106 72 90 66 38 40 20 25 35 22 6 4 78 55 
IS icine cbcsnans 20 5-13 30 22 73 20 16 10 6 23 17 7 5 0 0 0 0 
0 re 6 12-33 9 5 6 6 3 3 2 7 5 2 0 0 0 0 0 
Werner and others... 17 5-13 33 24 73 32 24 1 0 6 %y 26 22 0 0 1 0 

22 5-13 35 1s 51 26 3 12 5 20 10 3 3 0 0 
Gorodner and Rolan 6 8-26 9 6 7 6 5 3 1 0 0 9 6 0 0 0 0 
—- PERS OEE Mee 7 8-24 10 7 70 6 4 4 3 5 3 5 4 0 0 0 0 

32 41 2? D4 1s 13 23 0 28 1 5 5 3 2 
Bigler ond others... 71 2-13 91 33 36 40 18 | 1b 1 4 72 29 0 0 0 0 
20 5-15 2 ll 3s Is Ww ll 1 0 26 10 1 1 0 
Plum ie each ae ea% 3 10% 4 67 6 4 0 0 0 0 2 0 2 2 2 2 
3%-11% 1 OO 10 7 10 5 9 4 ll s 0 0 0 0 
1 29 1 1 100 0 0 1 1 0 0 1 1 0 0 0 0 
11 11-16 15 11 73 8 7 3 0 0 0 0 0 0 15 ll 
MeLellan............ 25 1-10 37 22 59 24 16 13 6 0 0 0 0 0 0 37 22 
Rubinstein.......... 13 9-16 19 10 53 12 6 7 4 10 4 9 6 0 0 0 0 
19 5-40 26 19 73 14 ll 12 6 16 ll 0 0 2 2 
and Kunstad- 

39 2-15 68 52 76 48 10 4 0 0 0 0 0 0 68 52 
Allen —_ Stokes.. 1 ll 2 2 100 2 2 0 0 2 2 0 0 0 0 0 0 
— and Nav- 

i acihaaen eka 11 12 16 6 38 10 3 6 3 0 0 0 0 0 0 16 6 

an Gesdetes.. ll 97 57 99 66 45 31 12 0 0 0 0 0 0 97 57 
ess, Kunstadter 

and PES 13 5%-12% 23 17 74 »” 16 3 1 1 1 7 7 0 0 15 9 

, ogre eS 7 6-11 7 2 29 0 0 7 2 0 0 7 2 0 0 0 0 

Sand.. 1 10 2 2 100 + 2 0 0 2 2 0 0 0 0 0 0 

1 10 2 2 100 2 3 0 0 2 2 0 0 0 0 0 0 

pr 2 12 4 0 0 4 0 0 0 4 0 0 0 0 0 0 0 

Goldman andothers 11 9-23 19 15 79 16 13 3 2 4 1 15 14 0 0 0 0 

eo Gen iar 38 2-14 61 36 59 46 27 15 9 0 0 0 0 0 0 61 36 

579 S60 524 61 62 208 140 150 83 2908 172 15 395 254 


* Unless otherwise noted, the references cited in this table are listed in footnote 4 
+ The data of Dahl- Iversen and Starup, eee 2 and Mimpriss (1938) are not sins in a manner that makes it possible to incorporate them 


in this table. The first authors reported a 


high percentage of successful results from the use of several preparations and consi 


dered glandular 


treatment preferable to operation, while Mimpriss noted only four instances of descent in fourteen patients and was skeptical about the value of 


such treatment. 


Taste 2.—Analysis of Our Results with the Anterior Pituitary-like Principle 


Type 
Total Bilateral Unilateral» 
No er- 
of Total  cent- 0. 
No. of Unde- No. age Before No. Before No. 
Age, Pa- scended De- De- reat- De- Treat- De- 
Years tients Testes scended scended ment seended ment scended 
114-37 38 50 10 20 26 4 24 6 
1%-15 29 35 9 27 10 3 23 6 
16-37 9 15 1 6 16 1 1 0 


Location 
Ectopie 
Deflected Over Deflected 
Intra- Exterior Ob- Over Rectus Lateral to 
abdominal Inguinal lique Muscle Sheath Scrotum 
No. No. No. No. 
Before No. Before No. Before No. Before No. Before No. 
at- De- eat- eat- De- 
ment scended scended ment scended scended scended 
20 0 21 9 7 0 1 0 1 1 
8 0 18 8 5 0 1 0 1 1 
12 0 3 1 2 0 0 0 0 0 


distinguished from those in the inguinal canal by the 
fact that they lie more superficially and can be moved 
readily under the skin. Those in the upper part of 
the canal can often be displaced into the abdominal 
cavity. It will be shown later that the location of the 
testis has an important bearing on the response to 
glandular treatment. 


ANALYSIS OF OUR RESULTS 
It may be seen from table 2 that the effect of treat- 
ment was observed in fifty undescended testes in thirty- 
eight patients. Except for a few of the older patients 


was unsuccessful and the testis could not be palpated. 
Thus the condition was originally bilateral in fifteen 
of the thirty-eight patients and unilateral in twenty- 
three. In fourteen in whom the condition was uni- 
lateral to begin with, the undescended testis was on 
the right side, and in nine it was on the left. As a 
result of treatment with the anterior pituitary-like 
principle from the urine of pregnant women, ten testes 
(five on each side) descended in nine patients (table 3). 
Thus the incidence of successful results was 20 per 
vent on the basis of the number of undescended testes 
and twenty-four per cent on the basis of the number 
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of patients. It appeared to be easier to produce descent 
before than after the age of puberty. In twenty-eight 
patients. under 16 years of age descent occurred in 
nine of thirty-three undescended testes (27 per cent), 
whereas in ten patients 16 years of age and over it 
occurred in only one of seventeen undescended testes 
(6 per cent). 


Fig. 1 (H. S.). 


—Genital growth from the anterior pituitary-like prin- 
ciple, with descent of the right testis. No growth was observed until 
after the testis had reached the upper end of the scrotum. There was 
A, taken Aug. 24. 1936, before treatment, at the 

o years; B, taken June 1, 1937, after 7,600 rat units of follutein 
teiowed S 43,800 rat units of A. L. had been given. 


In three patients (R. B., A. V. and W. T.) the testis 
could be displaced into the scrotum before treatment 
was started, and these patients really should not be 
included in this series. They were incorporated in our 
original report * to give the treatment the benefit ot 
the doubt. Their exclusion would leave only seven 
instances of descent for forty-seven undescended testes 
(15 per cent). 

Descent occurred in eight cases within two months 
after treatment was started and in the other two within 
four months and twenty-one months respectively. The 
patient who showed descent at the end of four months 
was 23 years old and at first was given a dose too 
small to produce genital growth. The patient (D. B.) 
requiring twenty-one months for descent was 10 years 
old and showed less susceptibility to the stimulus than 
many other patients. His left testis was in the fold 
of skin to the left of the scrotum, and it was not 
until genital growth had been produced by the adminis- 
tration of large doses that it appeared in the upper 
end of the scrotum. 

The position of the testis appeared to be an impor- 
tant factor in determining the result of treatment. 
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Descent was produced in nine of twenty-one instances 
(43 per cent) in which the testis was in the inguinal 
canal, in only one of nine instances (11 per cent) in 
which it was deflected in an abnormal position outside 
the canal and in none of the twenty instances in which 
it was within the abdominal cavity. The only patient 
in whom descent was produced when the testis was 
deflected in an abnormal position was D. B., previ- 
ously referred to, in whom the testis was deflected in 
the fold of skin to the left of the scrotum. Descent 
was not produced in any instance in which the testis was 
deflected over the external oblique muscle or toward 
the base of the penis. In one boy 7% years old we 
thought at first that we had caused both testes to move 
from the abdomen into the scrotum, because we did 
not feel them before treatment was started. Their 
descent within three weeks after treatment was started 
seemed so remarkable to us that we explored the 
matter further. On questioning his mother, we found 
that from the time of the child’s birth she had fre- 
quently seen and felt both testes in the scrotum, while 
at other times they were not there. When we made 
our first examination the boy was greatly embarrassed, 
and it is possible that the emotional reaction resulted 
in the retraction of the testes into the abdominal cavity. 
There can be little doubt that these testes were of the 
migratory type, and we have excluded them from this 
series. Our failure to produce descent in our cases of 
intra-abdominal testes is in striking contrast to the 
results of some other observers (table 1). In five 
of our ten successful cases the testis could either be 
pulled into the upper end of the scrotum or to a level 
between the lower end of the canal and the upper end 
of the scrotum before treatment was started. In other 
words, the testes were of the type that commonly 
descends at puberty. In the other five cases there 


‘could be little doubt of the influence of the treatment 


in causing descent. 


S.).—A, taken Aug. 24, 1936, before treatment, and B, 


Fig. 2 (H. 5.). 
taken June 1, 1937, after treatment. 

More striking than descent of the testis was the 
production of genital growth in seventeen of thirty-one 
patients who received the medication for a long period. 
Growth without descent occurred in ten patients, while 
descent without measurable growth was noted in seven 
(figs. 1 to 4). However, in three of these seven 
patients (H. S., A. V. and W. T.) the genitalia grew 
later with continued medication. 
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In our unsuccessful cases the average dose was much 
greater than that in our successful cases. 


Thus failure 


to produce descent in a larger number of cases cannot 


be attributed to lack of adequate dosage. 


The pro- 


duction of genital growth without descent of the testis 
in ten patients is further proof of this point. 


TABLE 3.—Analysis 


TREATMENT FOLLOWING UNSUCCESSFUL ATTEMPTS 
AT SURGICAL CORRECTION 

The effect of treatment was observed in six boys 

from 7 to 13 years of age in whom it had not been 

possible to bring the testis to a sufficiently low level 


at the time of operation. 


of Successful Cases 


In five boys the testis was 


Time Total Dose 
Position of Testes —— Required 
Age, — — Genital for Descent, 
Patient Years Before Treatment After Treatinent een Growth Units 
A.V. Right, .in Right, in scrotum 4 weeks None until 625 follutein 
L eft, in canal; ‘could be displaced easily to upper end of Left, in scrotum later 
scrotum 
T.D. 6% Right, at level of external ring, associated with hernia; Right, at upper end of sero- i weeks Moderate 7,570 follutein 
could not be displaced downwar tum with hernial sac (marked 
extending below later) 
H.S. 7yr., ~ in lower part of canal; could not be displaced down- Right, in upper end of scro- Yweeks None until 4,400 follutein 
ll mo rd tum Jater 
O. B. 9 Right, in ingtiinal camal.........0..ccccscevccscdecsccccsevccces Right, in serotum dweeks None or 2,125 follutein 
R. B. 9 Right, just inside external ring; could be displaced into Right, in scrotum 2 weeks None 940 follutein 
scrotum 
W.T. 10 Right, just below external ring; displaced into serotum Right, in serotum 2weeks None until 760 follutein 
readily later 
Left, could be moved from level of internal ring to upper Left, in scrotum 2 weeks 
end of sero 
dD. B. 10 Right, in upper end of sero- 21 mo. Marked 14,450 follutein; 
Left, in fold of «kin beside serotum; could not be displaced um 62,100 A. P. L. 
into serotum Left, in serotum 
F.N. 12 Right, in rotum; previously undescended, but corrected by —_ Right, in scrotum 2 weeks None 625 follutein 
orchidopexy 
Left, in inguinal eanal; could be displaced into abdominal Left, in scrotum 
cavi 
AB. @ Right, not palpable (previous attempt at orchidopexy)..... Right, not palpable 4 mo. Moderate 87,600 A. P. L 
Tas_e 4.—Observations at Operation in Eleven Unsuccessful Cases 
Age, Yrs., at 
Begin ning Position of Testes ‘Total Dose 
of Treat- - —~ Genital Administered, 
Patient ment Before Treatment After Treatment) Growth Rat Units Observations at Operation 
R. Ba. . Right, intra-abdominal No change None 8,000 follutein Right testis just inside internal ring, 
Left, in scrotum No change in 3% mo. with peritoneal process protruding 
from external ring 
M. A. 12 Right, in serotum (right orehido- No change None 8,175 follutein Left testis in eanal, bound down by 
xy ore treatment) Left, in upper part in 4% mo. fine connective tissue bands 
Left, intra-abdominal of inguinal canal 
T. G. Ss Right, in serotum No change None 4,590 follutein Testis and peritoneal process de- 
Left, deflected over external oblique No change n 445 mo. flected upward over external oblique 
muscle to a point 4.5 em. above muscle just lateral to ring 
base of penis 
L.k. 11 Left, in serotum No change Marked 12.900 follutein Testis just under external ring in 
Right, in inguinal canal and could be No change in 8 mo. the peritoneal pouch, which ex- 
displaced downward to opening tended downward and ended as a 
above scrotum fibrous cord at neck of serotum 
Cc. DIB. 7 Left, in scrotum No change Marked 5,440 follutein ‘Testis in canal bound to peritoneal 
Right, in canal but could be displaced No change 2 pouch and three fascial layers by 
downward to upper part of scrotum connective tissue 
P. ZL. 11 Right, in serotum (previous orchido- No change None 7,740 follutein Left testis in inguinal canal at ex- 
pexy n5%1 ternal ring: peritoneal pouch lay 
Left, in inguinal canal No change over rectus sheath and extended to 
within 1.5 em. of neek of serotum 
&. D2. 7 Left, in scrotum No change None 5,200 antuitrin-S Right testis and peritoneal process 
Right, at about level of mideanal No change in 1 mo. Gaeeted upward on external oblique 
scle 
A. W. 7 Left, in scrotum No change None 13,200 follutein Peritoneal process extended down- 
Right, deflected or over external No change mo. ward to neck of scrotum but was 
oblique muscle; could be displaced deflected upward over external 
downward to upper end of scrotum oblique muscle; the testis was 
deflected upward in this sac to 
its midpoint 
J. P. 1% Left, in serotum No change Marked — 20,015 follutein Right testis in inguinal canal and 
Right, intra-abdominal Right, in upper in 26 mo. in middle of hernial sae, which ex- 
end of canal (13,200 of this tended almost down to pubie bone: 
in 6 mo.) sae and testis could not be displaced 
downward because of adhesions 
F. 8. 13 Right, in scrotum No change Marked =. 30,500 A. P. L. Very poorly developed left testis in 
Left, atrophic, in opening above Left, not palpable, in 4 mo. inguinal canal firmly bound down 
serotum; could barely be dis- possibly because with adhesions and attached to a 
placed to upper end of so atrophic; pubie hernial sac 
scrotum hair appeared just 
before treat 
ment started 
G. A. 6% Right, in serotum No change Marked f 5,000 A. P. L. Well developed left testis in abdo- 


Left, in inguinal canal; could not be 
displaced into serotum; disap- 
peared into abdomen in 
recumbent position 


Intra-abdominal 


15% mo. 


men, attached to rather large 
hernial sae 
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in the opening just above the scrotum and in one 
could not be palpated. In one the condition was 
bilateral, making a total of seven undescended testes 
in these six boys. As a result of treatment, four testes 
descended and five boys showed marked growth of the 
genitalia. No descent occurred without genital growth, 
but marked genital growth occurred without descent in 
two boys. 
OBSERVATIONS AT OPERATION 

Eleven patients who failed to show descent had an 
orchidopexy (table 4). In every instance anatomic 
factors were found which prevented descent, and these 
were not corrected by glandular treatment. These 
anatomic factors were (1) fibrous bands (all patients) ; 
(2) shortness of the structures to which the cord and 
testis were attached, namely the peritoneal process, the 
transversalis fascia, the intercolumnar fascia and the 
cremasteric muscle and fascia (all patients) ; (3) abnor- 
mal direction of the peritoneal process (four patients), 
which in three patients was turned upward on the 
external oblique muscle and in one lay over the rectus 
sheath, and (4) absence of the external ring (one 
patient). In some instances shortness of the blood 
vessels of the cord appeared to be a factor. 

Our results indicate that operative procedures are 
necessary in about three fourths of all cases of true 
cryptorchidism. This does not mean that treatment 
with the anterior pituitary-like principle is not of 
value. Even when it does not produce descent it may 
aid subsequent operative procedures, apparently by 
enlarging the parts involved. In each of the eleven 
instances cited in table 4 it was possible to bring the 
testis into the scrotum without injury to its blood 
supply. 

SIGNIFICANCE OF OBSERVATIONS 

The high percentage of failures in the treatment of 
true cryptorchidism with the anterior pituitary-like 
principle from the urine of pregnant women naturally 
raises the question of the value of this form of treat- 
ment. It has been well established that the incidence 
of undescended testes is much less after than before 
puberty." This apparently means that the hormonal 
changes incident to puberty produce descent in a large 
percentage of cases. The difference in incidence in the 
prepuberal and postpuberal periods may be accounted 
for in two ways: (1) the inclusion of a large number of 
testes of the migratory or retracted type, which remain 
in the scrotum after puberty, as true undescended 
testes and (2) the descent at puberty of testes not 
retained by mechanical factors. 

It would be interesting to know what the ditference 
in incidence in the prepuberal and postpuberal ages 
would be if migratory testes were excluded. It is 
possible that the percentage of patients showing descent 
spontaneously at the time of puberty would be about 
the same as with the anterior pituitary-like principle 
given before puberty. As a result of treatment with 
this principle, we may cause descent only of those 
testes which would descend normally about the time of 
puberty. Influences similar to those which we have 
introduced artificially come into play as the result of 
normal development and might be expected to result in 


Incidence of Undescended Testes, Lancet 2: 
929 (Oct. 17) 1936. Drake, spontaneous Late Descent of | the 
Testis, J. A. M. A. 102: 759 (March 10) 1934. McCrea, 
of the Undescended Testis, Lancet 2: 753 (Oct. 5) 1935. 

W., and Scowen, E. F.: The Use of the Gonadotropic Hor- 
nema ‘in the Treatment of imperfectly Migrated Testes, Lancet 2: 1335 
(Dec, 14) 1935. Williams, Pearse: he Imperfectly Migrated Testis: 
Some Statistical Data, Lancet 1: 426 (Feb, 22) 1936. 
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descent of the testes when no anatomic abnormality 
exists. If we accomplish no more with this treatment 
in young boys than is accomplished by natural processes 
at a later age, we must inquire whether the treatment is 
worth while. The crux of the problem is whether a 
testis made to descend at an early age with treatment 
is more likely to be normal than one which descends 
later without treatment. The consensus appears to be 
that in true cryptorchidism the testis should be brought 
into the scrotum at an early age, although there is 
some difference of opinion on this point. Treatment 
with this material, by distinguishing between those 
cases in which descent is prevented by anatomic factors 
and those in which it is not, makes it possible to tell 


Fig. 3 (G. A.).—Genital growth from the anterior -e° a prin- 
aa without descent of the left testis. A, taken Nov. 8, before 
treatment, at the age of 6% years; B, taken April 28, 1938, _ 45,500 
rat units of A. P. L. had been given. 


early what patients will require surgical intervention. 
However, it should be pointed out that little is known 
about the effect of premature stimulation with this 
material on the function of the testis after puberty. 


PRESENT STATUS OF TREATMENT 

In the light of these observations it is important 
to maintain an open mind on the treatment of 
undescended testes with the anterior pituitary-like 
principle. Many reports appear to be overenthusiastic. 
If the importance of bringing the testis into the scrotum 
at the earliest possible age has not been overestimated, 
perhaps the wisest course is to administer this material 
cautiously and carry out operative procedures if descent 
fails to occur. Susceptibility to the anterior pituitary- 
like principle varies markedly, so that dogmatic state- 
ments about the size of the dose and the duration of 
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treatment cannot be made. As a rule, in successful 
cases descent of the testis occurs within two months 
after the daily administration of from 100 to 1,000 rat 
units is begun. 

We have previously pointed out that genital growth 
produced by this material may be so marked that 
changes simulating premature puberty result,’ and 
there can be little doubt that excessive genital growth 
should be avoided. It would be desirable to know 
what effect premature stimulation of testicular func- 
tion by this material has on subsequent spermatogenesis, 
skeletal growth and social adjustment. 

These considerations apply only to boys with uncom- 
plicated cryptorchidism. When failure of descent of 
the testis is associated with hypogenitalism, genital 
growth is to be desired and much larger doses may 
be administered over a much longer period. 


SUMMARY 


The effect of the anterior pituitary-like principle 
from the urine of pregnant women in the treatment of 
undescended testes appears to be exaggerated. With 
thirty-eight patients of all ages, descent was produced 
in only ten of fifty undescended testes, or in 20 per 
cent, compared with an average of 61 per cent of 
successful results reported in the literature. If only 
the twenty-eight patients under 16 years of age are 
considered, descent was produced in nine of thirty- 
three undescended testes, or in 27 per cent. Descent 
did not occur in any inst:nce in which the testis was 
intra-abdominal or deflected over the external oblique 
muscle. 

It follows that, in the majority of cases of true 
undescended testes, operative procedures are still neces- 
sary because of mechanical factors which prevent 
descent. 

The administration of the anterior pituitary-like 
principle makes it possible at an early age to dis- 
tinguish between those testes which require surgical 
intervention and those which do not. When the testis 
does not come down, the treatment may facilitate 
subsequent operative procedures by enlarging the parts 
involved. 

The value of this form of treatment depends on 
the importance of getting the testis into the scrotum 
as early as possible. If early descent is important, the 
management of cases of undescended testes involves 
the intelligent combination of medical and _ surgical 
measures. 

Treatment should be discontinued before genital 
growth becomes excessive. 

In evaluating the effect of treatment it is important 
to exclude all cases of pseudocryptorchidism. 

Many unsolved problems, such as the influence of 
premature stimulation of the testis on its function later 
in life, on skeletal growth and on social adjustment, 
make it necessary to preserve an open mind on the 
treatment of undescended testes with the anterior 
pituitary-like principle from the urine of pregnant 
women, 

It is possible that this material causes descent only 
of those testes which would descend without treatment 
about the time of puberty. 

700 North Michigan Avenue—55 East Washington Street. 


7. Thompson, W. O.; Heckel, N. J.; Bevan, A. D., and Thompson, 
Phebe K.: Premature Puberty from Treatment for Undescended Testes: 
Application to Hypogenitalism, Tr. A. Am. Physicians 52: 137, 1937. 
Thompson and Heckel.! 
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ABSTRACT OF DISCUSSION oe 

Dr. Hans Lisser, San Francisco: Fully fifteen years ago, 
in treating a number of boys with the Frohlich type of obesity 
by a reasonable regimen of weight reduction including the use 
of thyroid and whole pituitary combined in a coated capsule, 
I noted descent of the testes every now and again. Of course 
the significance of it escaped me, because I never published any 
record of it, merely assuming that in the course of reduction 
and the taking away of the great pad of mons veneris in which 
the penis and tiny scrotum were concealed the testes came into 
view. In recent years I have used the gonadotropic principle 
to produce descent of the testes, but I find myself thinking in a 
different way than the authors. Rather than begin as early as 
possible, it seems to me much better to wait a reasonable time. 
By that I don’t mean to wait until after puberty should normally 
have occurred, but I see no particular point in beginning the 
treatment until the boy has allowed nature to have a chance, 
namely until he is along about 12 or 14. Then I give the testes 
an impetus if they don’t come down and stay down. I think 
that the authors are right in being conservative as regards 
statistics and calling attention to the many instances of migra- 
tory testes that are being classed as cases of cure. Of course, 
this matter of enthusiastic statistics is always the rule when 
something new comes along. I think it might be wise to wait 
until these boys get to be 12 or 14, and certainly the surgeon is 
not needed much before that. Furthermore, because of some of 
these extraordinary and convincing demonstrations of dimension 
I rather think sexual precocity might be avoided by waiting 
a little bit longer. Of course the authors, as they themselves 
stated, have used much larger doses than most observers, far 
more than I have used. I wonder perhaps whether some of 
the results might be attributed to a little too much of the 
substance. 

Dr. E. Kost Suetton, Los Angeles: The authors controlled 
their observations well; however, I agree with Dr. Lisser, 
wondering if it is rational to treat these patients early. I wonder 
what happens to the osseous development of such a child, and 
I should like to ask the authors if they have seen any definite 
advance in it. Epiphysial closure is believed to depend some- 
what on the sex elements. We know that the patient with sponta- 
neous pubertas praecox is often an infantile giant, so to speak—an 
infant who grows more rapidly at that time and whose epiphyses 
close much earlier. They are also adult dwarfs, so to speak. 
It is possible that early treatment markedly alters the stature 
of the patient. I have never seen that occur, because I have 
never used doses as large as the authors have used. I have 
also felt that if these patients did not respond to a small dose of 
not more than from 1,000 to 1,500 rat units a week, of gonado- 
tropic substance from the urine of pregnant women, over a reason- 
able period, I should not pursue the matter further. I have found, 
however, that the preparation will develop the penis apparently 
much better than it will produce descent of the testicles. I 
think the authors’ statistics are about right, according to my 
series. It is well known that if one examines a patient on 
several occasions one frequently finds the testicles up at one 
time and down at another. I should like to ask whether the 
authors have ever found marked enlargement of the testicle 
intra-abdominally after administration of such large doses. I felt 
that the giving of large doses to patients with intra-abdominal 
testicles might produce actually such an enlargement that the 
testicles would not then later descend spontaneously. I have 
in a few instances seen a great deal of abdominal pain from this, 
and I feel that it has been due to the injections. 

Dr. Wittarp O. THompson, Chicago, I am much obliged 
to Drs. Lisser and Shelton for bringing out points which we 
didn’t have time to deal with in presenting the paper. Dr. Lisser 
raised the question whether it would not be wise to wait until 
a later age before starting treatment. As I understood him, he 
meant the age of 12 to 15 years. There are two reasons for 
that suggestion, one being that in some instances spontaneous 
descent occurs, and in some instances with the use of large 
doses of the substance changes simulating puberty occur. This 
question represents the crux of the problem. If it is true that 
we caused descent only of those testes which would descend 
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normally at the time of puberty, then the question arises as to 
whether there is any point in giving this treatment. If it is to 
be given, it should be given before the age of puberty, because 
at that time the changes which occur will cause descent if 
descent can be produced without operative intervention. The 
problem is how important it is to get the testes down at the 
earliest possible age. According to the results of Moore, it is 
important. We think there is some question about this and 
that a testicle which descends at puberty may perhaps be as well 
off as one which has been brought down at a much earlier age. 
If it is true that the testes should be brought down early, then 
the use of this material does make it possible to determine at 
an early age whether operative procedures will be necessary. It 
certainly is undesirable to produce changes simulating puberty 
in a boy anywhere from 3 to 7 years old. We presented 
examples of the powerful stimulus which this material exerts 
on the genitalia and examples of the fact that marked genital 
growth may occur without descent of the testes. This material 
may interfere with the function of the testes later in life. If it 
is true that treatment should be carried out early, it is also true, 
of course, that two thirds of the patients at least require sur- 
gical intervention, and it then becomes important to combine 
intelligently the administration of the substance with surgical 
procedures, Dr. Shelton raised the question of bony growth, 
the influence of premature sexual development on the epiphysial 
closure. Our observations have been carried on for too short 
a time to allow us to answer that question. We have had the 
impression that boys showing marked genital growth have shown 
an increase in rate of osseous growth. What the eventual result 
will be we can determine only in the course of several more 
years. Dr. Shelton also raised the question of marked enlarge- 
ment of intra-abdominal testes, preventing descent. By and 
large, we produced little increase in the size of testes in the 
patients we treated. If the testes were within the abdominal 
cavity, this material was much less effective in influencing either 
their function or their location than if they were in the canal 
or in the scrotum. We therefore think it improbable that the 
increase in size of a testicle within the abdomen from the use 
of this material would be great enough to prevent descent. 


No Death from Dysentery in Africa in Italian Troops. 
—Dysentery has always been one of the worst scourges of 
armies in war time. During the great war the British 
Expeditionary Force in Gallipoli, consisting of 112,677 men and 
4,161 officers, had during the campaign 29,728 cases of dysentery, 
with 811 deaths; more than a quarter of the whole force con- 
tracted the disease. During the Italo-Ethiopian War 
there was a total of 453 hospital cases of dysentery, with no 
death. The great majority of cases were amebic. What 
prophylactic measures were taken? (a) Every effort was made 
to give the officers and men pure drinking water. Practically 
all the officers drank mineral waters bottled in Italy and shipped 
to Africa in gigantic quantity. I do not think there has been 
any war previously in which mineral waters have been used on 
so large a scale. . . Officers and men in warships and in 
hospital ships drank the noted Serino water, imported by 
cistern boats from Naples, where it is the normal city supply. 
. . « We could always get water by drilling wells deep 
enough. It was, of course, always boiled or chlorinated. . . . 
(b) The second prophylactic measure was this: The men were 
recommended to get into the habit of washing or disinfecting 
their hands with a 2 per cent solution of lysol or lysoform after 
visiting the latrine, and before having their meals. The lysol 
disinfection of the hands was strictly enforced on cooks and 
others working in the kitchens. In Somalia in many latrines 
and outside every kitchen was found a receptacle, fixed to a 
post, containing a 2 per cent solution of lysol or lysoform. 

No vaccines were used. With regard to dysen- 
tery oral vaccines, although my associates and I have worked 
on the subject for several years, I have not been able to con- 
vince myself that they are really efficacious.—Casiellani, Sir 
Aldo: Hygienic Measures and Hospital Organization of the 
Italian Expeditionary Forces During the Ethiopian War, 
1935-1936, J. Roy. Nav. M. Serv. 24:304 (Oct.) 1938. 
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THE EFFECTS OF TUBERCULOPROTEIN 
A QUANTITATIVE STUDY 


H. J. CORPER, M.D. 
AND 


MAURICE L. COHN, Pu.D. 
DENVER 


More than most other diseases, tuberculosis may be 
justly classed the disease of striking quantitative rela- 
tions. Animals may survive large amounts of bacilli 
for a long time, while extremely small numbers of 
highly virulent mammalian tubercle bacilli will lead to 
progressive disease in the normal animal. Besides the 
variegated pathogenicity, these complicated relations 
may designate tuberculosis a mosaic disease. On 
numerous occasions in the past, uncertain and erroneous 
deductions have resulted when the quantitative rela- 
tions of so simple a single factor as tubercle bacilli and 
their products have not been carefully weighed. An 
obvious basis for the experimental study of tuberculosis 
appears to be (1) the viable bacilli, (2) products 
derived from the bacillary bodies and (3) metabolism 
products, or the substances given off by the bacilli 
during growth or spontaneous disintegration. Prior to 
the past decade, the literature was encumbered by con- 
flicting observations as a result of the lack of knowledge 
of the tubercle bacillus and the inability to obtain large 
amounts of chemically pure bacillary products. Regard- 
ing the former, it was contended for years that allergic 
hypersensitiveness could not be produced by heat-killed 
tubercle bacilli, while in recent years there has appeared 
to be a unanimous opinion in favor of such production.’ 
Koch presented old tuberculin in 1891 for diagnostic 
purposes, and it still has advocates even though it con- 
tains extraneous proteins. On the other hand, the 
active principle has been prepared by cultural and chem- 
ical methods as a chemically pure tuberculoprotein by 
Long and Seibert ? and can be studied scientifically. 

Although chemical disintegration methods have been 
utilized for studying the constitution and biologic action 
of products of the tubercle bacilli * within the past few 
decades, it appeared that in studying specific immunol- 
ogy it would be better to obtain an action from a pure 
product naturally produced and not denatured and to 
follow this activity quantitatively to its simpler forms, 
much as Long and Seibert did in studying and isolating 
the active principle of tuberculin. By utilizing virulent 
and avirulent mammalian tubercle bacilli (Mycobac- 
terium nusquam phymatiosis),* it was found ® that 
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Ninth Annual Session of the American Medical Association, San 
Francisco, June 1 8. 


. Petro S. A: Immunity in Tuberculosis, J. A. M. A. 89: 
285-293 (July 23) 1927. Petroff, S. A., and Stewart, F. W.: — 
logical Studies in Tuberculosis: ‘Allergic Reactions Obtained in Anim 


Sensitized with Killed Tubercie Bacilli, J. Immunol, 10:677-717 cal) 

Long, E. R.: A Study in the of the 
Tubercle Bacillus, Am. Rev. Tuberc. 3: 86, 0; w of Some 
Recent Studies on the Metabolism of the Tiberele Bacillus, “Tubercle 6: 
128 (Dec.) 1924. Long, E. R., and Seibert, Florence B. uberculin: 
Chemical Composition of Active Principle and Nature of the Tuberculin 
Reaction, J. A 85: 650 (Aug. 29) 1925. 

a. Johnson, Treat" B.: he Principles of Bacteriological Chemical 
Analysis and Their Application to the Tubercle Bacillus and the Chemi- 
cal Study of Bacteria, Am. Tuberc. 14: 30 (July), 164 (Aug.) 1926. 
the Lipoids of the Tubercle Bacillus, 

siol. Rev. 12: 166, 1932. Long, E. R.: Ueber a o Tuber- 
kelbakterien: Eine Uehersicht, Ztschr. f. Tuberk. 64:7 

4. Corper, n Interpretation of the Woke: on Patho- 
enicity) of Tubercle Bacilli ased on Experimental Pelle cont 
Nusquam Phymatiosis, J. Infect. Dis. 60: 312 (May- 

June) 1937. 
H. 


Cohn, Maurice L., and Damerow, -. P.: Studies 


} 
33: 679, 694, 701, 709 and 721 (May) 1936. 


404 


appropriate previous injections of avirulent human or 
bovine tubercle bacilli (given intracutaneously, subcu- 
taneously or intravenously, but not enterally) retard 
the development of subsequent infection with virulent 
human or bovine tubercle bacilli. The effect is evident 
in the retardation of the disease in the local intracuta- 
neous lesions and the tributary glands and in the 
metastatic organic disease developed. The immune 
effect develops definitely at the point where local macro- 
scopic tubercles are produced by the intracutaneous 
injection of the avirulent tubercle bacilli.6 In a con- 
tinuation of these studies to obtain a better understand- 
ing of the mechanism of immunity in tuberculosis it was 
noted? that two apparently paradoxic conditions in 
tuberculosis under certain circumstances coexist and 
can be defined by quantitative evaluation and by using 
avirulent and virulent human and bovine tubercle bacilli. 
One of these, a specific immunity, is effective in retard- 
ing tuberculosis after virulent infections, as previously 
noted. It is associated with a changed tissue reaction, 
which is evident when the bacilli are given in amounts 
above the threshold of tubercle formation. The second 
condition, a type of protein intoxication, does not 
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indirect, since only the Dale uterus method was used 
for test of the biologic reaction. Therefore no definite 
quantitative factors could be noted. In 1931 Lewis 
and Seibert® found that the proteins isolated from 
filtrates of acid-fast bacterial cultures on a synthetic 
medium are actively anaphylactogenic. At this time 
they considered 20 mg. of protein to be the maximum 
amount that could be injected intravenously into nor- 
mal guinea pigs without causing acute symptoms or 
death within forty-eight hours. Shortly thereafter, in 
1932, Seibert '® further approached the problem of sen- 
sitization to tuberculoprotein with pure preparations 
and more accurate methods than Zinsser and earlier 
investigators used, but her investigations were not 
quantitatively exhaustive. These investigations were 
made possible by growing tubercle bacilli on Long’s 
nonprotein synthetic medium and obtaining a pure 
tuberculoprotein by chemical precipitation, or ultrafil- 
tration methods. Specific cutaneous sensitization was 
produced in normal rabbits and guinea pigs, for the 
first time, by repeated injections of the highly purified, 
undenatured protein of tuberculin. The sensitization 
was claimed to be of as high degree and of the same type 


Fig. 1.—Anaphylactic shock resulting from the intravenous (ear vein) injection of 1 mg. 


of tuberculoprotein (the Seitz filtrate or the trichloro- 


acetic acid precipitated protein from the growth of virulent human tubercle bacilli on a nonprotein synthetic medium) into a guinea pig previously 


given an intravenous or intraperitoneal injection of 2 mg. of the 


same material from ten days to nine months previously. 


The pictures were taken 


at twenty second intervals, beginning with the a animal (4), photographed before the second injection, and ending with the death of the animal 


(H), which occurred in about two or two and one-half minutes. 
tuberculoprotein. 
become evident until large amounts of tubercle bacilli 
are either injected or disseminated internally after a 
primary contact with viable tubercle bacilli. “The pro- 
vocative reaction is variable, depending on such factors 
as are instrumental in anaphylactic shock or reactions. 
Almost two decades ago, Zinsser * reviewed the litera- 
ture extensively and reported the biologic protein reac- 
tions produced by extracts of the tubercle bacillus. He 
found that the reaction to tuberculin is independent 
of general anaphylaxis to tuberculoprotein. In its 
typical and extreme form, hypersensitiveness to tuber- 
culin cannot be induced by dissolved extracts of the 
tubercle bacillus provided they are filtered through 
Berkefeld filters to remove formed particles, but it can 
be induced characteristically by infection with the living 
bacilli and by treatment with dead organisms (even 
when boiled). The criticism offered of this work was 
that it is not clear what organisms were used, that the 
extracts were relatively crude and that deductions were 
6. Corper, H. J.; Damerow, A. P.; Cohn, M,. L., and _ Vidal, C. P.: 
Vaccination ‘Against’ Tuberculosis Comparative Study in Man and Ani- 
J. Dis. (April) 1936. 
Corper, H. J.; Coba, M. L., and Damerow, A. P.: S c Arti- 
ficial in Tuberculosis, Clin. Path, 7: 360 ( cpt) 1937. 
8. Zinsser, Hans: Studies on the Tuberculin Reaction and on S pecific 
Hypersensitiveness in Bacterial Infections, J: Exper 34: 495 
.) 192 


(Nov . Zinsser, Hans, and Tamiya, Takeo: An Experimental 
Analysis of Bacterial Allergy, ‘ibid. 44:753 (Dee.) 1926. 


Such guinea pigs give no cutaneous (tuberculin) reaction with as much as 0.1 mg. of 


as that produced by infection with live tubercle bacilli 
or by injection of dead bacilli. The most successful 
methods for preparing and purifying the protein of 
tuberculin in order to preserve its antigenic capacity 
were precipitation by means of ammonium sulfate or 
trichloroacetic acid and mere concentration and washing 
by means of ultrafiltration. Unfortunately the cuta- 
neous tests were performed in all cases only with large 
amounts (10 mg., only two pigs having been tested with 
0.2 and 0.1 mg. respectively) of tuberculoprotein, and 
Seibert offered her own criticism of this. Yet accord- 
ing to her as little as 0.000002 mg. of the purified pro- 
tein will give a good positive reaction in a tuberculous 
guinea pig. It is noteworthy also that phenol is used as 
a preservative during the preparation of her tuberculo- 
protein and that a general lethal dose was found to be 
only from 12.6 to 17.3 mg. for normal guinea pigs." 
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It is apparent also that at this time Seibert did not fully 
understand the significance of the virulence of her 
strains, since she noted that the guinea pigs “developed 
varying degrees of skin sensitiveness which roughly 
paralleled the virulence of the organism used.” ™ 
Our work was concerned primarily with specific 
immunity, and yet in view of the fact that allergy, or 
hypersensitiveness to tubereuloprotein, had been con- 
sidered previously as an undissociable part of the 
immune reaction, we had to concern ourselves both 
with the possibility of producing hypersensitiveness to 
tuberculoprotein and with correlating this with specific 
immunity. If pure tuberculoprotein would produce a 
sufficiently high grade hypersensitiveness and if hyper- 
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of high content, 0.7 mg. per cubic centimeter (after 
longer incubation), was prepared in pure form by pre- 
cipitation with trichloroacetic acid as well as by aseptic 
and antiseptic ultrafiltration.'' In addition the protein 
was further concentrated by washing and ultrafiltration, 
so that 1 cc. contained as high as 38 mg. 

Toxicity of Seitz Filtrate and Purified Tuberculo- 
protein.—Because there appeared to be evidence that 
the filtrate from well grown cultures of tubercle bacilli 
contained a primary toxic material aside from the usual 
tuberculoprotein,'' we resorted to ultradialysis through 
varying grades of cellulose acetate membranes but were 
unable to demonstrate any increase in texicity over the 
original material when measured by tuberculoprotein 


Fig. 2.—-Organs of guinea pigs given injections of a. Shee Seitz filtrate) in various forms. 


to subsstulesis except when viable avirulent human tubercle bacilli (B) w 
cutaneous injection of 0.0001 


an animal 


of tuberculoprotein per cubie centimeter, a total of 24 mg.). D, 


injection of 5 cc. of concentrated Seitz filtrate containing 20 mg. of ‘tuberculoprotein per cubic centimeter. 
prior to infection with a single subcutaneous injection of 5 cc. of potassium alum treated Seitz filtrate containing 3 mg 


mg. of virulent human tubercle bacilli (160) quantal two months after infection. B, 
organs of an animal given a subcutaneous injection of 1 mg. of viable avirulent human tubercle bacilli one month prior to infection. 
treated one month prior to infection with repeated daily intravenous injections of Seitz filtrate (for four days 10 ce. 
organs of an animal treated one month prior to infection with a single ae Mone Bae 


Note the absence of specific immunity 
A, organs of a control animal given a sub- 
specific immunity shown by the 
C, organs 
containing 0.6 m 


e used prior to virulent infection. 


s of an animal treated one month 
g. of tuberculoprotein, F, organs 


E, organ 


of an animal treated one month prior to infection with a single intravenous injection of 100 mg. of trichleroacetic acid precipitated tuberculoprotein. 


sensitiveness and specific immunity were synonymous, 
the pure tuberculoprotein should prove valuable for 
this purpose. 
EXPERIMENTS 

Human tubercle bacilli (virulent) were grown on a 
nonprotein synthetic medium of simple composition 
(Wong-Weinzirl *), and after from two to six months 
of incubation at 37 C. the bacilli were removed by 
filtration through a Seitz filter. The tuberculoprotein 
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content. Our protein concentration in these experi- 
ments was approximately thirty times that in the 
original material, and the partial dialysate was finally 
concentrated about fifteen times according to the protein 
content. However, no toxic material other than the 
tuberculoprotein could be demonstrated in any partial 
dialysates. Because of the liquid content, the use of 
plain Seitz filtrates from cultures of tubercle bacilli on 
the Wong-Weinzirl medium did not prove sufficiently 
valuable to be continued without modification, but 10 
ce. (0.6 mg. of tuberculoprotein per cubic centimeter ) 
intravenously injected (ear vein) was about all that the 
guinea pig tolerated and that proved nontoxic to the 
normal animal. Likewise, one guinea pig given 50 cc. 
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(30 mg. total) at spaced intervals during twelve hours 
recovered without appreciable harm, and five guinea 
pigs each given daily intravenous injections of 10 cc. 
(6 mg. total) for four days showed no appreciable toxic 
symptoms. None of these pigs subsequently had a posi- 
tive cutaneous reaction to a tuberculin test with purified 
protein derivative, second strength, or the Seitz filtrate 
itself diluted 1:10. 

The tuberculoprotein in the Seitz filtrate was precipi- 
tated with 10 per cent trichloroacetic acid; the precipi- 
tate was separated by centrifugation, washed thoroughly 
with 10 per cent trichloroacetic acid solution and 
finally washed with ether to remove the acid. The 
resulting pure tuberculoprotein was suspended in saline 
solution and injected intravenously (ear vein) into 
guinea pigs in amounts as high as from 150 to 200 mg. 
in one dose without appreciable toxicity. This tuber- 
culoprotein was tested for tuberculin (skin) potency 
and found to be equivalent to the original Seitz filtrate 
and standard purified protein derivative (Parke, Davis 
& Co.) on the market. 

Toxicity of Concentrated Seitz Filtrates—Our first 
studies with concentrates were made by _ Seibert’s 
method, using 0.5 per cent phenol; but the injection of 


Taste 1—Primary Intravenous Toxicity for Guinea Pigs of 
Seitz Filtrates Concentrated by Ultrafiltration 


Tuberculoprotein 
Solution =, 
Injected,* Mg. per 
Preservative Ce. Ce. Total Results 
Merthiolate 1:10,000.......... 3.0 21.5 64.5 Alive 
4.0 27.0 108.4 Recovered 
5.0 32.3 161.5 Recovered 
7.0 21.5 150.5 Recovered 
7.0 21.5 150.5 Died in 24 hrs, 
9.0 21.5 193.5 Died in 36 hrs. 
4.0 27.3 109.2 Alive 
5.0 27.3 136.5 Alive 
6.0 27.3 163.8 Died in 24 hrs, 
7.0 27.3 191.1 Recovered 
7.0 27.3 191.1 Died in 24 brs. 


* All i. aetna pigs used for tests in these experiments weighed from 
00 to 700 ¢ Five ce. amounts of 0.1 per cent merthiolate solution in 
saline Gisien were without toxicity when given intravenously in contro] 
tests on guinea pigs. 


the material appeared to produce characteristic reactions 
to phenol, and we assumed that even washing with weak 
phenol solutions did not free the material from toxic 
amounts of phenol. Guinea pigs given intravenous 


injections died within two days when about 100 mg. 


of tuberculoprotein had been given. Because of the 
reaction to phenol, we used merthiolate (1: 10,000) as 
an antiseptic preservative '* and later prepared our con- 
centrations in a sterile closed system, aseptically. The 
results of illustrative toxicity tests with the aseptically 
prepared tuberculoprotein and that prepared with mer- 
thiolate as a preservative are given in table 1. 

The results recorded in table 1 indicate a high grade 
of tolerance in normal guinea pigs for the tuberculo- 
protein found in the filtrate from cultures of virulent 
human tubercle bacilli grown on a nonprotein nutrient 
medium and given intravenously. Although as much as 
150 mg. is tolerated by a 500 to 700 Gm. guinea pig by 
careful, slow injection into the ear vein, there are so 
many other factors aside from the primary toxicity of 
the protein concerned that it would be only fair to say 
that this amount is tolerated but may not be the 
maximum amount tolerated. This is especially so since 
the trichloroacetic acid precipitated tuberculoprotein 


TUBERCULOPROTEIN—CORPER AND COHN 


and Powell, H. M.: Merthiolate as a Preservative 


14. Jamieson, W. A., 
Hyg. 14: 218 (July) 1931. 


for Biological Products, Am, J. 


Jour. A. M. A. 
Fes. 4, 1939 


can be given intravenously in amounts as high as 200 
mg., after which physical factors complicate the prob- 
lem. It appears from these experiments that this 
tuberculoprotein is of low grade toxicity for normal 
guinea pigs although able to cause a reaction in tuber- 
culous guinea pigs in very high dilution. Attempts to 
fractionate through dialysing membranes of different 
density did not prove that the primary toxicity of the 
protein for normal guinea pigs differed whether 
obtained in the residue or the dialysate. All the prep- 
arations proved of low grade toxicity. It is inferred 
from this and other experiments that there is no 
primary highly toxic material (for normal guinea pigs) 
present in the Seitz filtrate from the growth of virulent 
(or avirulent) human tubercle bacilli on the nonprotein 
synthetic medium of Wong and Weinzirl (an ammo- 
nium-malate-glycerol-dextrose medium). 

Relation to Anaphylaxis (or Allergy).—However, 
when a guinea pig has previously received viable aviru- 
lent or virulent mammalian tubercle bacilli in an amount 
of or exceeding the local tubercle forming dose, tuber- 
culoprotein in sufficient amount (heated or unheated ) 
or very large amounts (about 100 mg.) of nonviable 
(heat-killed) mammalian tubercle bacilli, a second intra- 
venous injection of tuberculoprotein (after two weeks 
or more) results in acute anaphylactic shock, which 
is lethal in many cases. A few such results are recorded 
in table 2. 

It is evident from the experiments illustrated in 
table 2 that viable avirulent and virulent mammalian 
tubercle bacilli injected into normal guinea pigs in 
amounts above the threshold of local tubercle forma- 
tion sensitize such animals so that they give a positive 
cutaneous reaction to very small amounts of tuberculo- 
protein. Likewise, only large amounts of heat-killed 
mammalian tubercle bacilli may sensitize normal pigs 
so that they react to the ordinary amount of tuberculo- 
protein used in tests. On the other hand, large amounts 
of tuberculoprotein (100 mg.) given intravenously to 
normal guinea pigs do not sensitize to a second intra- 
cutaneous injection of the same tuberculoprotein even 
when it is given in amounts as high as 0.1 mg. Yet the 
viable mammalian bacilli in small amounts, the heat- 
killed bacilli only in large amounts and the tuberculo- 
protein in relatively small amounts (about 2 mg.) as 
well as in large amounts (100 mg.) sensitize normal 
guinea pigs to a second provocative anaphylactic reac- 
tion to about 1 mg. of tuberculoprotein given intra- 
venously. 

The foregoing experiments are in accord with the 
views of Lewis and Seibert that there is a protein in 
the filtrate of cultures of tubercle bacilli on nonprotein 
synthetic mediums which sensitizes to and provokes 
general anaphylaxis. They are also in accord with the 
work of Zinsser, who contended that bacillary extracts 
in amounts producing hypersensitiveness to general 
anaphylaxis do not produce cutaneous hypersensitive- 
ness, although our work was carried on with the 
tuberculoprotein in the filtrates from cultures on non- 
protein mediums. 

The Cutaneous Reaction Resulting from Repeated 
Intracutaneous Injections of Tuberculoprotein (Seitz 
Filtrates).—In a large series of guinea pigs given graded 
amounts (from 1 to O.00000001 mg.) of avirulent 
human and bovine tubercle bacilli subcutaneously and 
intracutaneously and including a large number of 
normal control animals, intracutaneous tests were made 
at intervals of from one week to one year, the tuberculo- 
protein in Seitz filtrates (about 0.6 mg. of tuberculo- 
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protein per cubic centimeter) in dilutions of from 1:1 
and 1:10 to 1: 10,000 with sterile saline solution being 
used. The interesting features of this experiment were 
that, while the guinea pigs that had received the aviru- 
lent human or bovine tubercle bacilli subcutaneously or 
intracutaneously in amounts exceeding 0.0001 mg. 
revealed increasing reactions as the amount of bacilli 
was increased to 1 mg., a 1: 10,000 dilution of the 
normal Seitz filtrate (0.000005 mg. of tuberculoprotein 
or its equivalent in purified protein derivative) gave a 
definite positive intracutaneous reaction. On the other 
hand, repeated intracutaneous injections of the 1:1 
dilution (about 0.25 mg. per cubic centimeter) into 
normal guinea pigs never increased the reaction beyond 
a dilution of 1:10 (about 0.05 mg. per cubic centi- 
meter), and even this reaction appeared more or less 
atypical in its manifestations. It is probably the same 
reaction Seibert obtained but in lesser degree. Yet one 
wonders whether the reaction is due to other bacillary 
materials or extraneous substances when 100. mg. of 
the tuberculoprotein given intravenously results in no 
sensitization to tuberculoprotein in the skin when 
reasonable amounts are used for the tests. It may be 
questioned whether the reaction seen is a true reaction 
to tuberculin. 

Attempts to Produce Specific Immunity with Tuber- 
culoprotein—In order to test the ability of various 
materials (in the Seitz filtrate from the growth of 
virulent human tubercle bacilli on the Wong-Weinzirl 
medium) to immunize specifically against infection with 
highly virulent human tubercle bacilli, various prepara- 
tions from the Seitz filtrate were injected in various 
ways into normal guinea pigs. The guinea pigs were 
then infected subcutaneously with mg. of a 
virulent strain of human tubercle bacilli (strain 160) 
capable of producing tuberculosis with 0.00000001 mg. 
within two to three months. The substances used for 
the first injection were the normal Seitz filtrate of vary- 
ing ages (cultures from two to six months old) up 
to maximum tolerated amounts totaling 40 cc. (on 
repeated injections after short intervals), with a maxi- 
mum tuberculoprotein content of from 0.6 to 0.7 mg. 
per cubic centimeter, and to control this, filtrate heated 
at 100 C. for thirty minutes; the purified trichloro- 
acetic acid precipitated tuberculoprotein (100 mg. maxi- 
mum) ; the filtrate to which sterile potassium alum had 
been added,'* injected intravenously and subcutaneously, 
and concentrated Seitz filtrate (with the equivalent of 
100 mg. of tuberculoprotein). In control we used 
guinea pigs that had been immunized with 1 mg. of 
viable avirulent human tubercle bacilli’® as well as 
normal guinea pigs. The animals were all tested with 
tuberculin before infection, and only the guinea pigs 
that received the viable avirulent human tubercle bacilli 
gave positive intracutaneous reactions. The animals 
were killed and examined about two and one-half 
months after infection with the virulent strain, and in 
no case, except with the viable avirulent human bacilli, 
was any retardation of the infection noted. In fact the 
disease appeared to be slightly aggravated with some of 
these materials used prior to infection. 

Likewise a series of guinea pigs given intracutaneous 
and subcutaneous injections at weekly intervals (a total 
of ten injections of normal Seitz filtrate, containing 
about 0.7 mg. per cubic centimeter of tuberculoprotein, 
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precipitable by trichloroacetic acid) showed a slight 
aggravation of the tuberculosis in contrast to normal 
guinea pigs. These injections were discontinued one 
month prior to infection with a virulent strain of human 
tubercle bacilli (0.0001 mg.), and the guinea pigs were 
examined two and one-half months after infection. 
However, in the guinea pigs given intracutaneous 
injections there was noted a slight increase in the zone 


TABLE 2.—General Anaphylaxis Resulting from the Intravenous 
Injection of Tuberculoprotein in Guinea Pigs 
Sensitised in Various Ways 


Cutaneous 
Reaction to 
Tuberculo- Provocative 
Interval protein a Intravenous 
Between Few Days Injection of 
Primary Ist and 2d Prior to Tuberculo- 
Injection Injection 2d Injection protein Results 
5 ee. normal 27 days 0* 1 ce. normal a Died in 
Seitz filtrate filtrate, 0.4 m 2 minutes 
(2 mg. tuber- 
culoprotein) 
Same as above, 27 days 0 3 ce. normal Seitz Died in 
heated to 100 C. filtrate heated to 15 minutes 
for 30 minutes 100 C. for 30 min- 
utes, 1.2 mg. tuber- 
culoprotein 
1 mg. avirulent 2 months 3t 3 mg. tuberculo- Died over- 
human tubercle protein (Seitz night 
bacilli given concentrate) 
subcutaneously 
1 mg. avirulent 2 months 3 10 mg. tuberculo- Marked 
human tubercle protein (Seitz intoxica- 
bacilli given concentrate) tion; re- 
subcutaneously covered} 
1 mg. heat-killed 2 months 0 10 mg. tuberculo- Survived; 
avirulent human protein (Seitz no synip- 
tubercle bacilli concentrate) toms 
given subeu- 
taneously 
100 mg. heat- 2 months 3 10 mg. tubereulo- Died in 
killed avirulent protein (Seitz 1 minute 
human tubercle concentrate) 
bacilli given 
subcutaneously 
Same as above 2 months 3 Same as above Marked 
intoxica- 
tion; sur- 
vived 
2 mg. tubereulo- 13 days 0 1 mg. tuberculo- Died in 
protein (Seitz protein (normal 2 minutes 
concentrate) Seitz filtrate) 
Weekly intra- 1 week 0 1 mg. tuberculo- Died in 
venous injection from last protein end of 2 minutes 
of 13 mg. tuber- injection 2d week 
culoprotein 
Weekly intra- 10 days 0 2 mg. tuberculo- Died in 
venous injection fromlast (to0.1 mg. protein 17 days 2 minutes 
of 13 mg. tuber- injection  tubereulo- after 1st injection 
culoprotein protein) 
100 mg. tuber 6 weeks 0 10 mg. tuberculo- Died in 
culoprotein (Seitz protein (Seitz 5 minutes 


concentrate) 


concentrate) 


* The intracutaneous injection of 0.1 ce. of 0.005 mg. of tuberculopro- 
tein per cubie centimeter was used as a standard cutaneous test in the 


majority of the experiments, since 


this amount gives 


a pronounced 


sitive reaction in tuberculous guinea pigs or those given viable avirulent 
mammalian tubercle bacilli. 
A 3 reaction is a pronounced reaction of approximately 1.5 em. of 
erythema with edema 
t Accentuated flare- -up of cutaneous reaction. 


of reaction to this amount of tuberculoprotein, but it 
was not particularly striking nor did it occur with 
higher dilutions. 


SUMMARY 


AND CONCLUSIONS 
1. Specific immunity against infections with virulent 


human tubercle bacilli could not be produced by Seitz 
filtrates from cultures of virulent human_ tubercle 
bacilli, by highly concentrated (ultradialysis) filtrates 
or by the precipitated tuberculoprotein or alum-treated 
filtrates. 

2. The highly concentrated filtrates, or precipitated 
tuberculoprotein, possess no appreciable primary toxic- 
ity for normal animals. 

3. A primary intravenous injection of large amounts 
of normal Seitz filtrates, highly concentrated (by ultra- 
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dialysis) filtrates or precipitated tuberculoprotein from 
these filtrates does not sensitize to a second intracuta- 
neous injection with a fairly large test dose (0.1 mg.) 
of either filtrate or tuberculoprotein. A reaction to 
tuberculin can be obtained, however, in a tuberculous 
guinea pig with as little as 0.000005 mg. of the same 
material. 

4. A primary intravenous injection of about 2 mg. of 
tuberculoprotein in any of the foregoing forms sen- 
sitizes guinea pigs to a lethal intravenous provocative 
dose (anaphylactically) of as little as about 1 mg. of 
the tuberculoprotein in these forms. This confirms the 
studies of Zinsser, who worked only with large amounts 
of bacillary extracts and showed a striking difference 
between cutaneous and anaphylactic reactions. 

5. To produce cutaneous hypersensitiveness to tuber- 
culoprotein requires a small amount of avirulent human 
tubercle bacilli (a tubercle-forming dose), a large 
amount of heat-killed tubercle bacilli (around 190 mg.) 
and very small amounts of virule:t tubercle bacilli. 
With the latter, the factors of multiplication and tuber- 
culous involvement complicate the picture. 

6. There is a striking quantitative difference between 
the specific immune and the concomitant allergic or 
anaphylactic features of tuberculosis which will even- 
tually have to be given independent consideration in the 
complete evaluation of tuberculosis in man, since one is 
protective and the other shows a peculiar type of still 
unsolved intoxication. 


TREATMENT OF MALIGNANT TUMORS 
OF THE KIDNEY IN CHILDREN 


H. DABNEY KERR, M.D. 
IOWA CITY 


It is now generally recognized that adenosarcoma 
of the kidney is one of the most common malignant 
neoplasms of childhood. Most authors place it next 
to tumor of the eye in frequency, although at the 
Memorial Hospital for the Treatment of Cancer and 
Allied Diseases, New York,' it was exceeded in order 
of occurrence by peripheral sarcoma and bone tumor 
as well as by ocular neoplasms. 

This brief report covers fourteen renal tumors in 
children seen at the State University of Iowa Hospitals 
between Jan. 1, 1931, and Jan. 1, 1938. The results 
in a series of this size “re worth recording. While my 
associates and I make no claim of innovation in either 
diagnosis or treatment, [ am sure that a discussion of 
both will not be without value. 

The pathogenesis of these tumors has been admirably 
and adequately discussed by Dean and Pack,’ Hinman 
and Kutzmann? and others. Therefore only a brief 
review is needed here. Birch-Hirschfeld in 1894 first 
described as “‘adenosarcoma”’ these not infrequent renal 
tumors of childhood and called the wolffian body the 
point of origin. In 1899 Wilms wrote his exhaustive 
monograph on the subject and claimed the origin to be 
the renal blastema or nephrotome; in this view he 
has been supported by many authors. 


From the Department of Radiology, State University of Iowa College 
of 
Read before the Section on Radiology at the Eighty-Ninth mers 
Session of the American Medical Association, San Francisco, June 
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The nephrotome has the power of forming different 
types of cells but predominantly smooth muscle and 
tubular elements. However, if the tumor anlage sepa- 
rates earlier it has still greater potentialities for form- 
ing diverse types of cells and in such cases one finds 
tubules, muscle, cartilage and bone. There may also 
be complete separation of the tumor anlage from the 
future kidney, so that at operation or autopsy one sees 
a large Wilms tumor entirely separate from a com- 
pressed but otherwise normal kidney on the same side. 
Case 14 was an example of this. Histologically these 
tumors are composed of “isolated tubules of high 
cylindrical or cuboid cells with indistinct lumina sur- 
rounded by broad zones of indifferent spindle cells, on 
which is based the designation of adenosarcoma. Either 
tubules or spindle cells may be in excess, the tumor 
approaching embryonal adenosarcoma or sarcoma.” * 
Scattered groups of embryonic glomeruli, smooth or 
striated muscle and occasionally cartilage, fat and 
myxomatous tissue may be found in the main mass of 
“indifferent spindle cells.” Because of this some 
authors have preferred to designate these tumors as 
teratomas or mixed tumors.* 


SUMMARY OF CASES 

Age—Of the series of fourteen patients thirteen 
were children from 10 months to 5 years old, inclusive, 
while the fourteenth was 6 years old on admission. 
The average was 344 years. These figures agree well 
with those of other authors.* 

Sex.—Although there were nine boys and five girls 
in the series, the experience of other authors ° indicates 
that the disease is about equally divided between the 
two sexes. 

Site.-—Reports in the literature * show about equal 
involvement of the two sides, with a small percentage 
of bilateral tumors. In our series eight tumors were 
on the right and five on the left, and one was bilateral. 

Symptoms.—All authors have stressed the insidious 
onset of these tumors and the fact that the first symp- 
tom is usually painless enlargement of the abdomen or 
the finding, most frequently accidental, of a large mass 
in the upper part of the abdomen. This was true in 
twelve of our fourteen cases. There are occasionally 
other symptoms, but they usually accompany the 
abdominal enlargement or the mass. These additional 
symptoms are pain, nausea, vomiting, constipation, diar- 
rhea or general weakness and malaise. It is noteworthy 
that hematuria occurs infrequently as contrasted with 
its incidence with renal tumors of adults. Harrah * 
stated that it occurs in from 10 to 25 per cent. Two 
of our patients had hematuria in addition to the abdomi- 
nal mass, but none had hematuria alone. Pain was the 
initial symptom in one case, while general weakness 
was complained of in the other case in which no mass 
was seen. [ive of the patients had marked prominence 
of the superficial veins of the abdomen and the lower 
part of the thorax, indicating pressure on the inferior 
vena cava or portal vein. In four of these the tumor 
was on the right side. The duration of symptoms 


_ 3. Ewing, James: Neoplastic Diseases, ed. 3, Philadelphia, W. B. 
Saunders Company, 1928, pp. 796, 7 
4 tschmer, H. L., and Hibbs, W. G.:_ Mixed Tumors of the 
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5. Campbell, M. F.: Primary | or Tumors of the Urogenital 
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. Dean and Pack. 
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varied greatly. The longest was two years while the 
shortest was seven days. The average was 4.4 months. 

Diagnosis—On the finding of a mass in the upper 
part of the abdomen, usually painless, in a child 6 years 
old or younger, a presumptive diagnosis of Wilms 
tumor can be made. If this is accompanied by dis- 
placement and distortion of the renal pelvis and calices 
on one or both sides, as shown by excretory or retro- 
grade pyclographic study, the diagnosis becomes more 
certain. Biopsy is not justified. There are, however, 
other conditions which must be considered. Tumors 
of the liver, adrenal glands and spleen, hydronephrosis, 
cysts of the kidney, retroperitoneal or mesenteric nodes 
and ovarian tumors have been mentioned by various 
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therefore that for completeness one must include the 
possibility of lymphangioma when one sees an abdomi- 
nal mass in a child. 

Metastasis.—In our experience this occurs most fre- 
quently to the lungs. Two of our patients had pul- 
monary involvement when first seen, and in four others 
it developed during observation. Duration of symp- 
toms and the age of the patient seem to bear no defi- 
nite relation to the appearance of these metastases. 
Two patients had metastasis to bone—the first (case 3) 
eighteen months after admission and the other (case 4) 
forty-two months after she was first seen. 

Prognosis and Treatment.—All authors admit that 
the prognosis of Wilms tumor is exceedingly poor 


Summary of Cases 


A Duration of Pyelo- : 
Case Years Sex Admitted Symptoms Side gram Urine 
1 3% rol 4/ 2/31 15 mos. L Unsatis- Trace 
factory albumin 
2 28 mos. 10/23/31 1 mo R Normal 
3 6 2 4/ 1/33 6 wks. R + Normal 
q 216 Q 7/ 3/33 1 mo. L ot Trace 
albumin; 
red blood 
cells + 
5 4 rot 7/ 3/33 2 yrs R + Normal 
6 Mmos. 9/ 1/38 wks. L 4 Normal * 
7 2 ref 11/19/33 5 mos R a Normal 
31% 11/20/33 mo Both + Normal 
9 4 Q 2/ 8/34 4 mos R + Albumin 
10 mos. 3/21/34 1 wk. L + Normal] 
11 3 raf 8/19/34 2 mos. L Normal 
12 5 a 2/ 7/35 10 days R a Normal 
13 4 6/18/35 1 mo. R Normal 
14 2% ref 4/20/37 5 mos. R + 


Irradiation Sur- 
—~ vival 
Metastases Primary Metastases Mos. Comment 
Cervix 1 course 1 course 9 Patient too sick to be 
is r 1,000 r given adequate treat- 
ment; dilated superficial 
veins 
Lungs 3 courses 3 courses 28 Primary lesion remained 
9,000 r to chest healed; patient died of 
9,000 r metastases 
Lungs, 2 courses Chest 8,000 r; 26 Two regressions of pri- 
pelvis 5,200 r pelvis 3,200 r mary tumor: died of 
metastases to lungs 
and pelvis 
Bones; 2 courses deahawueke 47 First operative case: 
Jungs 4,200 r survived 42 months 
before recurrence and 
metastases 
0 59 Operation advised but 
5,800 r refused; patient alive 
and well 6/1/38 
Lungs 1,800 r Chest 5 Regression of primary 
4,000 r and pulmonary masses 
0 2 courses 17 Had “‘fishworm clots’; 
6,400 r dilated superficial veins 
0 ? courses Seiden 7 Bilateral involvement 
6,600 r 
Lungs 2 courses 4 courses 52 Pelvie kidney on left: 
8,200 r 8,500 r pulmonary metastases 
disappeared twice with 
irradiation; alive and 
well 6/1/38 
0 2,000 r 6 
0 4,200 r sly Marked engorgement of 
superficial vessels 
Lungs 2 courses Chest 5 Dilatation of superficial 
5,200 r 1,200 r 
0 3,200 r 4 


Dilatation of superficial 
eins 


writers as possible to confuse with renal tumors. In 
our experience neuroblastoma of the adrenal glands 
metastasizes so early to bone that practical differentia- 
tion is not difficult. Although it has been stressed by 
some writers ® that polycystic kidney is always bilateral 
and therefore not to be confused with unilateral renal 
tumor, in one case in which the diagnosis of Wilms 
tumor was made excision showed one polycystic kidney, 
while the other kidney showed a normal pyelogram. 
From this experience, therefore, we feel that polycystic 
kidney cannot be excluded from consideration simply 
because of its unilaterality, as has been suggested by 
some authors. In the other case in which an incorrect 
diagnosis, of ‘urogenital ridge” tumor,’® was made the 
mass proved to be retroperitoneal ly mphangioma. This 
patient is living, almost six years later, without evident 
recurrence of the mass, which was incompletely excised. 
Roentgen irradiation was given postoperatively. We feel 


9. Sinkoe, S. J.; Fowler, M. F., Berger, Louis: Wilms Tumor 
of oe Kidney, Am. J. Surg. 25: 163- “ (July) 1934. Dean and Pack. 
Hansmann, G. H., and Budd, W.: Massive een Retro- 


Tumors, Am. Path. 7: 631- 673 (Nov.) 193 


and place the expected mortality at well over 90 per 
cent. Patients that live five years or more after the 
beginning of treatment are rare and are worth report- 
ing. A few have survived that long after operation 
and enough also after irradiation to justify questioning 
the general statement that one or the other form of 
therapy alone is hopeless.'' Operative mortality has 
been placed by some as high as 40 per cent, with an 
average of 25 per cent. One of our two patients com- 
ing to operation died as a result. For even a fair 
chance of cure operation must be done early, and 
because of the insidious onset this is almost never 
possible. 

Most recent authors’? have advocated the combi- 
nation of irradiation and surgical measures, giving 


11. Mackenzie, D. W.: Malignant Tumors of the Kidney in Children, 
in Cabot, Hugh: Modern Urology, Philadelphia, Lea & Febiger, 1936, 
Hinman and 

.: The Effect of Roentgen Therapy upon Tumors of 
the Kidneys, Am. J. Roentgenol. 33: §29. B36 April) 1935. Pohle, E. A., 
and Ritchie, Gorton: Malignant Tumors of the Kidney in Children. 
Radiology 24: 193-205 (Feb.) 1935. Randall, Alexander: Advantages of 
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roentgen irradiation preoperatively, although some '* 
have advocated roentgen therapy alone. I have felt 
all along that when no metastases were demonstrable 
irradiation to reduce the size of the tumor followed in 
about two months by surgical removal was the best 
procedure. Our experience does not bear out this 
theoretical conception of proper treatment, since in 


Fig. 1 (case 4).—A, excretory pyelogram showing mass of soft tissue 
and Gutortien of the left renal pelvis; B, pyelogram showing reduction of 
the mass of soft tissue and more normal appearance of the area, 


case 4 this method was followed and, although the 
patient lived forty-seven months, she died of general- 
ized metastasis and recurrence in the region of the 
primary tumor. On the other hand, a boy (case 5) 
admitted at the same time and treated by irradiation in 
the same way but for whom the parents refused opera- 
tion is still living fifty-nine months after admission and 
eighty-three months after the onset of symptoms." 
In spite of this adverse evidence, I still feel that this 
result was fortunate rather than logical and agree with 
those who advocate the combined treatment, rather 
than with those who suggest that the patients be 
carried along on irradiation '* or with others '® who 


5).—A, 


Fig. 2 (ca large mass of soft tissue as seen on admission; 
B, of the mass after irradiation. 


have stated that operation alone is more valuable. In 
our two cases in which operation was done a definitely 
viable appearing tumor was found, and since these 
neoplasms always contain more than one type of tissue 
it is questionable whether the resistant portions, espe- 


. Barringer, B. : Radiosensitive Kidney Tumors, J. Urol. 38: 


14. Since this paper was a this boy has returned, showing a local 


—— This emphasizes the importance of postirradiation removal of 
the tu 
15. Prather, G. C., and Crabtree, E. G.: Kidney Tumors in Children, 
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cially the tubules, can ever be sufficiently influenced to 
justify their being left in place. My opinion, there- 
fore, based on theoretical considerations and my own 
experience with patients coming to operation, 1s that 
operation should always be used after irradiation when 
metastases cannot be found. I have found also that 
one can frequently influence local recurrences by 
further irradiation. The usual marked reduction in size 
is due to the response of the sensitive elements. 
Because individual tumors contain varying proportions 
of the different cellular elements, too much time should 
not be allowed to elapse before resorting to surgical 
measures. At any time beyond three weeks after the 
cessation of irradiation that the tumor does not con- 
tinue to shrink, operation should immediately be done. 
My experience in case 14 illustrates the importance of 
careful observation following irradiation. The tumor 
in this case showed only moderate decrease in size 
following treatment, and the patient was to return in 
two months for observation. It was eleven weeks 
before he was seen, and at that time the mass was 
larger than it had been before treatment. He was 
operated on and a huge Wilms tumor removed, but 
he died as a result of the operation. If the tumor 


Fig. 3 (case 9).--A, pulmonary metastases; B, disappearance aiter 
as ae ag The patient 1s without demonstrable disease fifty months after 
admission 


continues to shrink, operation may be deferred up to 
eight weeks after irradiation. I am not in accord with 
those '® who have said that surgical measures should 
be delayed indefinitely. There is no definite indication 
that the operation is made more difficult or impossible."? 
Prophylactic irradiation for unproved metastases is not 
warranted. The average period of survival of our 
twelve diseased patients was 13.8 months after admis- 
sion. The average survival of patients with dilated 
superficial veins was 5.4 months, and I feel that this 
sign indicates an especially poor prognosis. 

Irradiation Technic—In general, we have used 200 
kilovolts and 8 or 20 milliamperes, according to 
the available machine, Thoraeus filtration (effective 
wavelength 0.135 angstrom unit and half value layer 
1.95 mm. of copper) or 0.5 mm. of copper (effective 
wavelength 0.16 angstrom unit half value layer and 
0.95 mm. of copper) with a distance of 50 cm. and 
anterior and posterior 10 by 15 cm. or 15 by 15 em. 
ports, depending on the size of the mass» A dose of 
200 roentgens a day to each port is given till a total 
dose of from 3,000 to 4,000 roentgens, as measured in 
air, has been reached. When pressure of work has 
made the university’s three 200 kilovolt machines 


Portm U. V.: The Snaications for Irradiation for the vee 
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unavailable, we have not hesitated to use 135 kilovolts 
with ‘filtration by 0.25 mm. of copper and have found 
that regressions of the primary tumor have occurred 
as soon as when the higher voltage was used. For 
the two living patients (5 and 9) second courses of 
treatment were given to the primary area, but this is 
also true of six of the others. I am inclined to feel 
that this is worth while, remembering that damage 
to the skin may result. Pulmonary metastases should 
be treated, as indicated by case 9, in which three pul- 
monary nodules have disappeared after irradiation, and 
case 3, in which they disappeared but the patient suc- 
cumbed to local recurrence and metastases to the bone. 
The former patient is still living, without evidence of 
neoplasm, fifty months after admission and fifty-four 
months since the onset of symptoms. 


SUMMARY AND CONCLUSIONS 
Fourteen cases of renal neoplasm in children were 
treated. 
Two patients are still alive and without evidence of 
disease fifty-nine and fifty-two months after admission. 
One had previously shown pulmonary metastases. 
The best treatment for this condition is a full course 
of roentgen irradiation followed by operation. 
Operation should not be deferred beyond the time of 
continued regression of the tumor. 
It is worth while to irradiate metastatic lesions and 
local recurrences intensively. 


ABSTRACT OF DISCUSSION 

Dr. Mitey B. Wesson, San Francisco: Dr. Kerr has care- 
fully culled the literature and has laid before the members all 
that is known of the subject. Of particular interest is his 
observation of the behavior of metastasis under irradiation. 
It is generally agreed that patients in whom irradiation was 
followed by nephrectomy survived longer than those treated by 
operation or irradiation alone, but the results are nothing to 
boast about. It is agreed that the time after irradiation for 
removing a tumor is important. Since no tests except the 
therapeutic will determine whethgggthe tumor is radiosensitive, 
all large tumors in both adults and infants should be irra- 
diated before operation. The radiosensitive embryonal Wilms 
tumors will shrink after comparatively sma!l doses of roentgen 
rays, but some that have shrunk will regain their original size 
in six weeks. The rule is to continue irradiation until maxi- 
mal regression is obtained and then operate. Roentgen therapy 
is ordinarily considered as only a means of preparation of the 
tumor for operation or as a palliative measure to hold in 
check a tumor which cannot be removed. B. S. Barringer 
has stated that irradiation alone in small doses continued over 
a long period would seem to be the method of choice in the 
control of these tumors. One of Kerr’s patients treated by 
irradiation is alive at the end of seven years. Through all 
the writings of roentgenologists there runs a thread of doubt 
as to the specific curative value of the roentgen treatment of 
hypernephroma, but they appear optimistic that when the 
proper dose is determined the rays will prove to be a specific 
cure for neuroblastoma. This is interesting in the face of 
the fact that all patients treated with roentgen rays have died, 
while Lehman’s patient, treated by operation alone, is alive 
and well after sixteen years. I should like to ask Dr. Kerr 
what his experience has been with this type of tumor in 
infancy. 

Dr. H. D. Kerr, Iowa City: With regard to the treat- 
ment of neuroblastoma, my experience is confined to four cases. 
In none was the condition diagnosed until there was rather 
widespread metastasis, mainly to the skull and long bones. 
I did find, however, that these metastases were very radio- 
sensitive. One patient with involvement of the base of the 
skull, destruction of the sella turcica, invasion of the orbits 
and a marked degree of proptosis responded to a relatively 
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small amount of treatment, so that the mass was reduced, the 
proptosis entirely disappeared and the sella recalcified. This 
did not, however, in any way affect the ultimate result. My 
other patients have responded locally. Dr. Wesson’s remarks 
concerning the time of operation are pertinent. It is impor- 
tant to remove these tumors just as soon as they stop regress- 
ing, and that requires close observation. Under ordinary 
circumstances operation should not be delayed longer than six 
or eight weeks. Barringer feels that irradiation in small 
amounts continued over a long time may be the best type of 
treatment, but from my experience I do not feel that this is 
best. One of my patients had irradiation followed by opera- 
tion but died forty-seven months after admission from local 
recurrence and extensive osseous metastases. My next patient 
is the one who is living eighty-four months after the onset 
of symptoms. I urged the parents to have the affected kidney 
removed, but they refused and the patient is living. I feel 
that this is fortunate rather than logical, because one cannot 
be certain that any of these tumors will contain only sensitive 
elements. These tumors are frequently called teratomas 
because they contain diverse types of cellular elements, and 
if they contain muscular and tubular elements and cartilage— 
and one doesn’t know that they don’t contain them—one cannot 
expect them to respond entirely to irradiation. 


MANAGEMENT OF 256 CASES OF 
INFECTION OF THE IMMA- 
TURE VAGINA 


PRACTICAL DEDUCTIONS, WITH A _ STUDY 
OF THE USE OF SULFANILAMIDE 
IN TREATMENT 


GOODRICH C. SCHAUFFLER, 


REINHOLD KANZLER, M.D. 
AND 
CAROLINE SCHAUFFLER, B.A. 
PORTLAND, ORE. 


Our material comprises a study of 256 patients over 
a period of nine years in private and clinic practice. An 
additional group of 261 cases is reported from a national 
questionnaire relative to the use of sulfanilamide. 


DIAGNOSTIC METHQDS 


Smears by Gram stain have been studied in all cases. 
Occasional disagreements with regard to diagnosis have 
been finally settled on the basis of cultures. We have 
learned to rely very strongly on the Douglas chocolate 
agar method and are at present using it as a routine. 

Criteria for cure have remained as formerly outlined ‘ 
—exacting in the extreme. Such a program has, we 
believe, been instrumental in our satisfactory final figure 
for cure and our low figure for late recurrence. We 
prefer to regard recurrence and even possible reinfec- 
tion as relapse, which of course increases our figure for 
average time before cure. 


METHODS OF TREATMENT 
Distention with Silver Nitrate Ointment.—Ninety- 
nine cases in which this treatment was used were 
reported in 1934.1! The method was found highly satis- 
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factory with regard to final percentage of cures but was 
comparatively cumbersome and relatively slow in its 
results. We use it only as a variant to estrogen treat- 
ment at the present time. 

Theelin.—Our brief experience with the use of theelin 
by the hypodermic route was reported! in 1934. We 
treated five patients conscientiously with theelin in 
ethylene glycol, with unsatisfactory results. Only one 
patient was definitely and satisfactorily cured. 


Tas_eE 1.—Other Methods of Treatment 


Treatment with Pyridium 


Number Number 
Records Number Per Not Per Number Per 
Clear Cured Cent Cured Cent Improved Cent 
19 3 18 5* 25 ll 57 
Methods Cases Results 


Cold quartz light (orificial applicator)..... F Helpful as adjunct or 


Metaphen in suppositories................... 4 Unsatisfactory 
Acriflavine (1:500) in suppositories.......... 4 Unsatisfactory 


* Four were later cured by other methods. 


2.—Comparison of Results with Silver Nitrate, 
Amniotin and Sulfanilamide 


Method Cured Per Cent Not Cured PerCent 
Silver nitrate ointment distention*. 82 82.8 17 17.2 
Vaginal 18 78.2 21.7 
Oral sulfanilamidet................. 81 43.1 107 56.9 


* Our series. 
+ Collected cases. 


Amniotin—We have treated thirty-one patients ? by 
the insertion of amniotin pearls or suppositories into the 
vagina. Our procedure and dosage are essentially those 
used by Te Linde.* 

Other Methods——We have used a number of other 
methods of treatment tentatively, as shown in table 1, 
which we will not discuss at present. 

Sulfanilamide—Material for the study with sulf- 
anilamide was compiled by questionnaire and covers 
261 cases so treated, only a few of which have been 
previously reported. These figures are not directly com- 
parable to our own series but they will serve for general 
comparisons. 


GENERAL COMPARISONS 


The use of the vaginal application of amniotin has 
given 78.3 per cent cures as opposed to 82.8 per cent 
for the silver nitrate method and 43.1 per cent for sulf- 
anilamide (table 2). In table 3 it will be noted that 
elimination of gonococci, relief of symptoms and the 
time until cure have been substantially less with amniotin 
than with silver nitrate ointment, as have also the num- 
ber of visits to the office or clinic (ambulatory patients). 
Our more recent experience in the amniotin group indi- 
cates that increased familiarity with the method is 
definitely improving our results. It appears that our 
later cases will give results more nearly approaching 
those of Te Linde. Our experience with the distention 
method with silver nitrate ointment, on the other hand, 
has been sufficient (129 cases); it seems unlikely that 
we can improve our results in this category. Our report 
will show that sulfanilamide therapy has been unsatis- 
factory as used to date and that its use is subject to the 


2. Amniotin (E. R. Squibb & Sons, New York) was used as an 
ee treatment to sulfanilamide in a few cases not suitable for these 
records. 

3. Te Linde, R. W.: The Treatment of Gonococcic Vaginitis with the 
Estrogenic Hormone, J. A. M. A. 110: 1633 (May 14) 1938. 
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disadvantage of requiring hospitalization for meticulous 
check-up until all its potentialities are clearly established. 
We must therefore conclude with the majority of 
observers that at the present time treatment of this con- 
dition by vaginal application of estrogen is the least 
potentially harmful and the most effective and con- 
venient of all available methods. 


AMNIOTIN TREATMENT 

It should be noted in table 5 that the time elapsed 
before cure by amniotin as charted is 55.4 days. This 
is higher than in many series reported. That we have 
frequently overtreated is indicated by the wide dis- 
crepancy between this figure (55.4 days) and the time 
before clinical evidence of cure: negative smears, 8.5 
days, and relief of symptoms, 17.5 days (table 5). 
Later experience has proved that we might safely have 
charted a number of our cures sooner, and with less 
treatments (lower total unitage). 

Amuniotin with Adjunct Treatment.—Early in this 
series nine patients were given supportive treatment with 
antiseptics on the days when amniotin was not used in 
the regular routine ; that is to say, silver nitrate ointment 
or pyridium suppositories were used on alternate days 
after the first week or ten days. More patients (89 per 
cent) were cured in the mixed treatment group than in 
the straight amniotin group (70 per cent), but the char- 
acteristic vaginal reaction occurred later. 

Comment.—This is a small group of observations but 
since in the main it bears out the observations of Lewis,* 
Te Linde,* Reichert ° and others it may be considered 
valid for use in a comparison with a number of differ- 
ent methods used by us. It indicates the following 
advantages for vaginal estrogen therapy: 1. It is in 
many cases curative. 2. Elimination of organisms (dis- 
infection) and the disappearance of symptoms are 
comparatively rapid; i. e., the child is safe for normal 
contacts and normal living relatively early. 3. The 


Taste 3.—Time Factors Under Silver Nitrate, Amniotin 


and Sulfanilamide 
Up to Negative Up to Relief of 
Smears Symptoms Up to Cure 
No.of No. No.of No. No. of No. 


Treat- of Treat- of Treat- oO 
Method Days ments Visits Days ments Visits Days ments Visits 


nitrate....61 18.5 62 62 29 82 82 8&1 17.9 17.9 
Amniotin...18 8.5 2.9 2.9 17.9 16.1 5.7 55.4 37.6 12.3 
Sulfanilamide 7.2 8.7 19.1 


4.—Results with Amniotin 


Number of Number Per Cent 
Reeords Number Per Cent Not Not 
Clear Cured Cured Cured Cured 
23 18 78.2 5 21.8 


procedure is not difficult. Hospitalization is not neces- 
sary. Often it may be taught to parents or guardians 
and successfully used at home. 4. It is not cumbersome 
and not expensive. 5, It is apparently not dangerous. 

Disadvantages.—Te Linde’s * recent extended report 
is reassuring in relation to possible unfavorable develop- 
ments due to hormone activity. Our own observations 


4. Lewis, R. M., and Adler, Eleanor L.: Gonorrheal Vaginitis: 
Results of Treatment with Estrogenic Substance, J. A. M. A. 106: 2054 
(June 13) 1936. 

5. Reichert, J. L.; Epstein, J. M.; Jung. Ruth, and Colwell, Charlotte 

P f the Ge J 


nital Tract in Girls, Am, J. 


Variant 
Silver 
ee Dis. Child. 54: 459 (Sept.) 1937. 
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indicate that there is little or no danger. We have noted 
during five years’ use of estrogen therapy that the 
changes produced in these children, even in those 
approaching puberty, are transient and apparently rather 
strictly subject to the influence of the artificially admin- 
istered hormone. As a matter of fact, the too transient 
effect of our estrogen medication occasionally defeats 
the permanent objective of the treatment. Its use over 


Fig. 1.-Below, block showing immature vagina (v) with cervix (c) and 


endocervix. Note plicae on — cervix and absence of cervical glands, 
also complicated cryptiform vagin endocervix from specimen 
helow. Note high persistence of “stratified ‘epithelium and rudimentary 
nature of glands. 


longer periods, in our experience, seems to increase the 
percentage of permanent cures. 

Even in children approaching puberty we have not 
noted abnormal development of sex characteristics and 
we have as often noted instances of premature growth 
of pubic hair, visible growth of labia and breast con- 
gestion under other types of treatment. In former 
communications, before we had used this treatment, we ! 
called attention to a “visible thickening and toughening 
of the skin about the genital area and an early growth 
of fine hair over the mons with occasional visible devel- 
opment of the labia minora.” Our experience in this 
respect with theelin and amniotin has not gone beyond 
the condition thus described, except in one instance in 
which a transient bloody vaginal discharge not accom- 
panied by other demonstrable changes developed in a 
girl of 4 

At this point it may be permissible to offer a thought 
in connection with all types of treatment involving dis- 
tention and manipulation of the immature vagina. It 
has always been our contention that the infantile vagina, 
as may be noted in the specimen illustrated, is anatomi- 
cally and mechanically a “harbor of intection” (fig.1) 
and that local therapy by mechanical distention tends to 
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overcome the natural disadvantage imposed by the crypts 
and rugae. Furthermore, the mildly irritating and per- 
haps stimulating effects of certain antiseptics, particu- 
larly silver nitrate, may in themselves effect mucosal 
hypertrophy. Vaginal epithelial hypertrophy contingent 
on the use of floraquin * suppositories has recently been 
demonstrated by Te Linde. We believe that the advan- 
tage of vaginal administration over the hypodermic 
method is as much contingent on these factors as on a 
hypothetic local concentration of hormone. We have for 
years maintained * that the creditable results achieved 
by distention with silver nitrate ointment (tables 2 and 
3) are best explained on this basis. 


Taste 5.—Time and Dosage Factors in Treatment 
with Amniotin 


Average Average Average Ay. Total Dosage 
Number of Days Before Days Before Days Before Cure 
Records Negative Symptomatic Before (International 
Clear Smears R Cure Units) 

23 8.5* 17.5* 55.4 7,000 


* Number of days elapsed before anticipated vaginal wall and pu 
changes generally coincided with a mean between these two developments. 


In our early experience we regarded the potential 
effect of estrogen on the endocervix with some concern. 
The possibility that the rudimentary cervical glandular 
structure which is seen in the specimen illustrated (fig. 
1) might assume the more potentially infectible adult 
status seemed feasible. If the endocervix were to be 


g. 2.--Nonspecific infection of Bartholin’s gland in a 6 weeks old 
twin; seropus exuding from incision. 


unfavorably affected in this connection, such effects 
should certainly be more marked in the older children. 
However, in this series we have had better results in 
our older children (90 per cent cures over the age of 7) 


6. Floraquin contains diodoquin, lactose, dextrose and boric acid— 
G. D. Searle & Co., Chicago. 

(a) Schauffler, G. C.: Persistent Vaginal Discharge in Infants and 
in Little Girls, Am. J. Dis. Child, 34: 644 (Oct.) 1927; (0) A Simple 
Rational Treatment of Vaginal Infection in Infants and Little Girls, 

m. Dis. Child. 43: 350 (Feb.) 1932.  (c) Schauffler, G. C., and 
Kuhn, “Clifford: Information Regarding Gonorrhea in the Immature 
Female, Am, J. Obst. & Gynec. 25: 374 (March) 1933. 
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than in our younger children (67 per cent cures under 
the age of 7). Furthermore, routine careful vagino- 
scopic study of these cervices with smears and cultures 
has not substantiated any such fears. Te Linde reports 
less favorable results in his older group, which is con- 
trary to our experience. 


SULFANILAMIDE 


Our study of the use of sulfanilamide is based on 
personal communications and includes only five of our 
own cases, The material, comprising 261 cases, was 


Fig. 3.—Nonspecific infection of Bartholin’s gland in a 6 weeks old 
twin before incision. 


generously offered from eighteen teaching institutions 
and ten individual observers. Only a few of these cases 
have been previously reported.* All the patients 
observed showed definitely positive smears and/or cul- 
tures for gonorrhea. 

The proportion of cures (43.1 per cent) is obviously 
unsatistactory, although the time factors are low. The 
time elapsing before smears are negative is 7.2 days, 


Tas_e 6.—Results with Sulfanilamide 


Number of Number 
Records Number No 
Clear Cured Per Cent Cured Per Cent 
188 81 43.1 107 56.9 


before there is relief of symptoms 8.7 days and before 
cure 19.1 days (table 7). Our study at once suggests 
that the reason for these poor results has been ineffec- 
tive dosage. Table 8 is of significance in this connection. 

Patients in this study were given an average of 0.54 
grain per pound of body weight daily over an average 
total period of thirty days. This is less than one half 
the dosage per pound of body weight used for children 
(1.32 grains”) under treatment for serious infections. 
Blood concentrations when they have been recorded in 
this study have been low, as would be expected con- 
sidering the per pound dosages. With very few excep- 
tions they have remained well below 3 mg. per hundred 


Abbreviated reports of thirty of these cases have been previously 
published (Hoffman, Carey — Speco Reports of forty-two others 
are awaiting publication (Holm 

was the average ae dosage per pound to seventy-nine children 
treated by nine observers for conditions other than vaginitis. Tremen- 
Grane larger individual doses were used in many cases without apparent 
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cubic centimeters of blood. It is generally conceded that 
children eliminate sulfanilamide more rapidly and more 
efficiently than do adults. Therefore, in order to main- 
tain an effective blood concentration, larger per pound 
dosages can and must be used. This being the case, 
it is interesting that sulfanilamide has been used more 
sparingly and apparently with greater concern in these 
patients than in patients debilitated by serious infections. 
No alarming reactions have been noted. 

A further analysis of dosage factors reveals, inter- 
estingly enough, that inadequate dosage is apparently 
not the only important factor in poor results. For 
example, patients receiving larger doses (either total or 
per pound of body weight) have apparently not pro- 
duced more or earlier cures than those less thoroughly 
treated. Furthermore, there appears to be no clear 


Taste 7.—Time Factors with Sulfanilamide 


Average Days Average Days Average 
Before Smears Before Days 

and Cultures Relief of Before 
Are Negative Symptoms Cure 
7.2 8.7 19.1 


relationship between the total time under treatment and 
the number of cures, and no more cures appear to result 
from prolonged treatment even under the larger doses.'° 
The confusion in this series may be contingent on such 
consistent, ineffective doses or it may all point, by a 
process of elimination, to the fact that the administra- 
tion of the drug has not been timed or dosed to maintain 
an effective blood concentration at all times. Increasing 
evidence indicates that constant administration of the 
drug, day and night, during the period of treatment 
is important and has not been emphasized in most of 
these cases. Scott and Winters, who maintained a con- 
stant blood concentration of from 2.3 to 5.2 mg. per 
hundred cubic centimeters by medication every three to 
four hours, day and night, report five cures in five cases 


Cc 


Fig. 4.—Foreign bodies removed from vaginas of children of (4) 3 
years, (B) 6 years and (C) 5 years. The large safety pin had been 
present in the vagina of the 3 year old child for at wend six weeks. The 
child had been examined and treated by two other physicians. 


treated. It is now apparent that hospitalization is neces- 
sary to the effective conduct of this type of treatment. 
Continuous medication, rest, blood studies and careful 
observation will remain essential, at least until limits 


10. Hoffman’s patients appear to be the only group who profited by 
repeated and prolonged medication. Others suggest a tolerance developed 
to the drug after a given period of administration. Local application by 
suppositories (Holmes) and hypodermic administration (prontosil, the 
disodium salt of 2’-azo-7'-acetylamino-1’-hydroxynaptha- 
lene-3’, 6’ disulfonic acid) has not been thought helpful. 
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of safety and effectiveness can be more clearly deline- acid reaction on the action of sulfanilamide should be 
ated. Since from all other angles institutionalization is considered. The notable effectiveness of sulfanilamide 
definitely contraindicated, this must be considered a in gonorrheal ophthalmia is of interest in this connec- 
disadvantage. tion, the reaction of the eye being mildly alkaline. 


8.—Sulfanilamide Dosage 


Average Daily Dosage, Average Amount per Pound Body Total 
Num- Grains Weight per Day, Grains Amount 
ber - —~ Total rug 
—- of Average Average Days Blood (Grains) Cured 
Records Course Course Course for All Course Course Course’ for All Treated, Concen- Given, 
Observer Cane Clear 1 3 Courses 1 2 3 Courses Average tration Average Yes No 
; : grams per 100 ce, 
20-25 neces 
Burpee and Torpin... 23 25 36.9 3.6 22.8 1.005 0.508 0.690 0.614 MA <> Sakhaaaes 409.7 9 il 
Brown and Hazard 16 0 31.8 31.8 12.6 1to5 me. 404.3 6 
per 100 ce, 
igh 
8 4 18.3 12.0 13.3 13.5 ere 104.6 
Schauffler 5 19.0 14.0 30.0 19.2 0.542 0.357 0.428 O.234 257.0 ag 
2 0 64.5 32.2 60.0 718.5 1 1 
Scott and Winters.. 5 1 46.2 90.0 40.0 43.7 61 23 to53 mg. 284.2 
Total average...... 2; $1 32.9 21.2 23.9 26.2 0.895 0.497 0.672 0.545 29.9 355.9 
TABLE 9.—Observer’s Opinion 
Other Criteria 
~ 
(B) (C) (D) (EB) Digest of 
Number Cures (A) Effect Effect Decision Observer's Opinion 
of - ~ — Reaction on on to Com- (Seored in 
Cases Num- to Symp- Smears Continue parison per Cent 
Per Drug, toms, and or Dis- with Based on 
University, City Records ber Not Cent per per Culture, continue, Other (A)(B)(C) 
Observer or Hospital Total Clear Cured Cured Cured  Cent* Centt per Cent} per Cent$ Methods  (D) 
Reichert.............. Univ. of Chieago............ 25 12 12 13 48 WO 45 45 100 Equal 57.6 
Hoffman............. Cook County Hosp......... 25 25 18 7 72 ” 75 75 100 Superior 82.4 
Melntosh............ ‘ N. Y. Babies Hosp., Colum- 
3 1 2 1 Hib 60 100 100 85.2 
Loyola Univ., Chieago...... 1 1 1 0 100 100 0 40.0 
Oklahoma Univ., Oklahoma 
20 20 0 20 0 60 30 30 Inferior 38.0 
Casparis and Burton Vanderbiit Univ., aw? 9 5 3 2 60 100 55 45 70 Equal 66.0 
Burpee and Torpin... Georgia Univ., Augusta..... 25 20 9 Il 35 $2 45 4) 90 Inferior 60.4 
Brown and Hazard.. Univ. of Toronto............ 16 16 10 6 63 78 78 82.6 
Hamilton............ Univ. of Nebraska, Omaha.. 1 1 0 1 0 100 30 0 26.0 
Cc 6 0 4 2 66 5 66 66 Equal 70.7 
Zahorsky............. 3 0 1 2 35 100 33 49.7 
Children’s Memorial Hospi- 
tal, Montreal.............. 20 0 80 30 30 0g Equal 52.5 
Duke Univ., Durham, N.C... 15 0 60 60 Equal 68.3 
Medical Coll., Richmond, Va. 0 35 0 Inferior 175 
Univ. of Cineinnati.......... 15 0 75 60 Equal 5.0 
8 4 2 1 66 65 7 60 100 Equal 72.2 
Schauffler et al....... Univ. of Oregon, Portland.. 5 4 3 2 60 &5 sO 65 os) Equal 710 
Hageman............ Yale Medical Sehool......... 3 0 1 2 33 60 186 
Scott yer Winters... Univ. of Indiana, Indian- 
5 5 5 0 100 100 100 100 100.0 
[Equal 8 
Inferior 4 
* Bad, indifferent, good. 8 Abandoned, continued in selected cases, adopted, 
No effeet, moderate late; eradicated, prompt effect. # With larger dose. 
t No effect. late negative, early negative. Note.— Per cent scores calculated from 1 to 100 according to preceeding footnotes. 
The opinions of all observers have been analyzed SOME GENERAL CONSIDERATIONS 
in table 9. The total consensus is only 55.1 per cent Endocervix.—We agree with Te Linde that infection 


favorable. It is regarded as inferior to other methods — of the endocervix is seldom a factor of importance and 
by the majority, and nearly half will discontinue its have been disputing the matter since 1927. An early 
use in this connection. Low dosage and failure to misconception was created by misquotations from 
maintain the blood concentration may be responsible. Hess, who examined four infected children post mortem 
The possibility of a connection between the desired acid and determined that in every case there was infection 
reaction of the vagina and the unfavorable effect of an of the cervix which, however, did not extend beyond 
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or in some cases even to the external os. Hess has been 
repeatedly and mistakenly quoted as having demon- 
strated true endocervical infection, As far as we can 
determine, it has never been demonstrated in the 
smaller children. To be sure, positive smears from 
the cervix may frequently be contaminated by material 
from the region of the external os, but the cervix itself 
is seldom if ever infected—in fact scarcely infectible 
except in older girls—because of its negligible gland 
structure (fig. 1). The vaginal cervix, on the other 
hand, is in many instances more deeply rugose than 
the vaginal wall, and its involvement is quite another 
matter, a definite entity, and fortunately amenable to 
measures that affect the vaginal wall in general. 

Proctitis—We believe that proctitis accompanying 
gonorrheal vaginitis is not infrequent and that by atten- 
tion to this possibility we have cut down our incidence 
of recurrent vaginitis. Smears and cultures are seldom 
helpful, but we have noted, accompanying frank vaginal 
gonorrhea, a definite purulent discharge from the 
rectum, associated occasionally with bleeding, always 
with painful defecation. Treatment by nightly rectal 
instillations of a 1: 500 water solution of merthiolate 
and more recently with an oily solution’! of azo- 
chloramid has been apparently helpful. 

Bartholin’s Gland.—Our histologic study of Bartholin 
gland areas post mortem has revealed underdeveloped 
rudimentary gland structures,® and clinical experience 
indicates rare involvement. We have seen, however, 
two instances of undoubted Bartholin’s infection—both 
nonspecific. Figures 2 and 3 show the right Bartholin 
area in a twin girl aged 6 weeks weighing 6% pounds 
(2,948 Gm.), who had no vaginitis. Thin seropus 
drained after incision, and healing was complete. 

Urethra—We have taken urethral smears and cul- 
tures only in stubborn cases. We have never noted a 
positive result in a case in which there was not also a 
frank vaginitis. It appears that infection seldom if 
ever occurs in the urethra as a primary or persistent 
process. We have examined the periurethral glands 
in postmortem specimens from uninfected infants. They 
are definitely present and in some instances quite well 
developed and intricate, not being restricted to the 
glands of Skene. 

Trichomonas Vaginalis——Moist vaginal secretions 
have been examined for trichomonads in practically 
every case showing a discharge not demonstrably 
gonorrheal. We have found active trichomonads in 
only one instance, this patient being an older girl of 
about 13. We believe that the trichomonad is a rare, 
almost negligible, factor in this connection. 

Foreign Bodies—We have removed three foreign 
bodies—two safety pins and a red crayon. The metallic 
objects both caused a bloody discharge ; all three objects 
caused painful urination. ‘Two patients were treated 
by physicians for suspected gonorrhea, one for four 
weeks, before we removed the foreign body. 

Pinworms.—VPinworms were found in four patients, 
three with nonspecific and one with gonorrheal vaginitis. 
In one patient a worm was detected invading the 
vagina; in another a worm was detected within the 
vagina. 

Pelvic Infection—This has been noted definitely in 
four instances. .\ diagnosis of a ruptured appendix 
was missed by the surgeons because of a past history 
of discharge. 
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SUMMARY 

1. A critical evaluation of our experience with disten- 
tion with silver nitrate ointment in ninety-nine cases, 
amniotin by vaginal application in thirty-one cases, 
pyridium suppositories in nineteen cases and various 
other methods in smaller series leads to the conclusion 
that amniotin by vaginal application is the most satis- 
factory method of management we have used to date. 

2. This study includes 261 cases in which sulfanil- 
amide was used orally. Only a few of these cases have 
been reported elsewhere. The results and opinions 
indicate that the method is unsatisfactory as used to 
date. The reason may be inadequate or inconstant 
administration of the drug. The desired low py of the 
vagina may be important in relation to the ineffective- 
ness of sulfanilamide. Meticulous care during treat- 
ment requires hospitalization—a disadvantage. The 
method as used thus far apparently does not compare 
favorably with other available methods. 

3. Evidence from a rather painstaking study indi- 
cates that the endocervix is seldom an important factor 
in relation to these infections—practically never so in 
younger children. 

1920 Southwest Taylor Street. 


ABSTRACT OF DISCUSSION 

Dr. C. F. FrunMann, San Francisco: In discussing this 
paper it is important to remember that the authors have made 
a study of the problem of vulvovaginitis in children for many 
years and their opinions therefore deserve all the more con- 
sideration. In the Stanford clinic my associates and I have 
had too limited experience with children to warrant a statis- 
tical study of results, but our general impression coincides 
with that of the authors. The two methods of treating this 
disease which are now exciting major interest are the local 
application of estrogenic substances and the administration of 
sulfanilamide. The authors have given figures comparing the 
efficacy of the two procedures and it appears that estrogenic 
treatment is the method of choice. A fundamental considera- 
tion in the evaluation of new therapeutic measures must always 
be that of possible harmful complications. It is known that 
sulfanilamide must be handled with great care. The patient 
must always be under close supervision. Blood counts must 
be made frequently, and in spite of all precautions a number 
of unfortunate adverse effects make their appearance. With 
estrogenic therapy it is not known yet whether really serious 
consequences may occur. Some students of the problem have 
drawn attention to an abnormal development of the breast and 
pelvic organs, and it has even been suggested that this treat- 
ment may lead to the development of cancer. Recently there 
have been reports of overgrowth of the accessory genital organs 
of boys treated with the chorionic hormone. It is conceivable 
that in time complications also may be observed to follow 
hormone therapy of vaginitis in young girls. However, our 
present knowledge of the action of estrogenic substances and 
its conservative interpretation renders the probability of any 
real harm remote. The suggestion of cancer in children treated 
with therapeutic doses, I feel, merely represents a phobia. 
The development of the accessory genital organs and_ the 
breasts should not lead to permanent damage. I feel certain 
that estrogenic therapy conducted with due care and with 
therapeutic doses for limited periods is safe, but there may 
be real danger in prolonged treatment. 

Dr. H. Crose Hesse_tine, Chicago: I do not mean to 
discourage unnecessarily the use of sulfanilamide in treatment. 
However, I should like to ask whether the authors have 
demonstrated the presence of sulfanilamide in the vagina of 
the child, and if so in what concentration it was found. One 
reason for this question is that in the paper to follow it is 
noted that sulfanilamide has not been found in probable bac- 
tericidal concentration in the adult vagina. If it appears in 
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a pronounced concentration, that would explain its action; but 
if it does not appear in bactericidal or bacteriostatic concen- 
trations an explanation is needed for its accredited therapeutic 
action. 

Dr. Goopricu C. SCHAUFFLER, Portland, Ore.: In relation 
to Dr. Hesseltine’s question, I must answer by inference. I 
have it in mind that determinations have been made of the 
concentration of sulfanilamide in the vagina of these treated 
patients, and my impression is that the concentration is con- 
sistently lower than the concentration in the blood of the same 
patient. This is my inference, and I think the point is impor- 
tant. It is interesting that sulfanilamide has been used locally 
in the vagina by J. W. Holmes at the Philadelphia General 
Hospital in five cases, and in four cases a severe bloody dis- 
charge occurred, with definitely unpleasant reactions, and the 
treatment had to be discontinued. I am deeply interested in 
Dr. Fluhmann’s comments. It occurs to me that Dr. Fluh- 
mann, before the estrogenic treatment was adopted in this 
connection, made observations in relation to leukocytic infil- 
tration in the adnexal tissues in patients under treatment with 
estrogenic substances. His study of the possibility of a favorable 
reaction to the use of estrogenic substances in connection with 
genital infections was one of the earliest contributions to this 
problem. 


THE STUDY AND SUPERINTENDENCE 
OF HOSPITAL PROCEDURES 


SUGGESTING THE CREATION OF A SPECIAL COMMITTEE 
OF THE MEDICAL STAFF AND ADMINISTRATIVE 
OFFICERS FOR THE PURPOSE 


J. J. GOLUB, M.D. 
Director, Hospital for Joint Diseases 
NEW YORK 


The medical staff and administrative officers of a 
hospital must concern themselves alike with its interior 
composition and outer conditions. A hospital, like a 
patient, has an inside which must be studied with the 
purpose of altering and discovering theory and practice 
of its healthy service and development. In a healthy, 
smoothly functioning hospital : 


1. Physicians and surgeons have every facility and encour- 
agement to diagnose and treat disease. 

2. Patients can rest in comfort and as 
understood and reasonably satisfied. 

3. Professional and administrative methods and procedures 
can be continuously watched over, controlled and qualita- 
tively analyzed. 

4. Patients can be instructed in the simple practices of 
hygiene and the special measures to be carried out at home, 
such as dieting, exercise and prevention of disease. 

5. The condition of discharged patients can be observed 
by periodic “follow-up” service. 

6. Physicians and nurses can learn and teach. 

7. Medical students and student nurses can learn. 

8. Clinical and laboratory research work can be pursued. 


individuals be 


In this paper I wish to discuss the third point in the 
list, namely the creation of conditions within the hos- 
pital w hich would permit continuous study and constant 
control of professional and administrative practices and 
procedures. The purpose, however, is not to minimize 
the progress made by physicians and hospitals in the 
many effective and well directed procedures but to point 
out the significance and size of the unfinished task. 

If it is true that “nothing is so stale as yesterday’s 
newspaper,” it is not less true that, in the hospital, 
today’s practice may be obsolete tomorrow. Nothing 
is so ineffectual and wasteful as “routine” of long 
standing the efficacy of which no one questions or 
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undertakes to check periodically. Repetition of motions 
and steps which have been standardized, without con- 
stantly checking their effectiveness and without com- 
parison with the improved methods that the ever 
changing phases of hospital and medical care bring in, 
is good neither for the patient nor for the hospital. 
Such heedlessness rests on precedent, habit and laziness. 

When the patient arrives, the machinery of the hos- 
pital is set in motion—orders and procedures are set 
in motion and focused on him as if he were the only 
patient to be considered. Between the time of the 
patient’s admission and his discharge from the hospital, 
about sixteen major administrative and_ professional 
departments of the hospital serve him directly and 
indirectly. The extent of the service the average 
patient requires can be better understood by recalling 
the fact that general hospitals have about one and a 
half to two and a half employees for every occupied 
bed. This, of itself, requires repeated examination of 
the usefulness of hospital procedures, jointly and sev- 
erally, as wholes and in their constituent parts. It 
should enhance the comfort of the patient and keep 
standards of service and economy high. It should 
eliminate technics and hazards which may have ill 
effects on patients, and it should lessen litigation as a 
result of malpractice claims. To accomplish this calls 
for special attention to: 

(a) The control and supervision of all matters pertaining 
to administrative and professional practices and procedures. 

(b) The observation and study of existing practices and 
procedures, by making repeated qualitative analyses of their 
merits, efficacy and hazards. This would include continuous 
research and experiment within the hospital. 

(c) The observation and study of new practices and pro- 
cedures as developed elsewhere, with a view to their introduc- 
tion into the hospital. 

(d) Recommendation to the hospital authorities of modifi- 
cation, substitution and elimination of practices and pro- 
cedures as indicated by controlled observation and study, 
and by current scientific advances. 


But who shall pay this attention, the administrative 
or the medical staff? 

It would be difficult to designate certain practices and 
procedures as belonging solely to one group or another 
or to one of the usual departmental committees of the 
hospital. It is not difficult, however, to see that they 
belong to the hospital as a whole and are the responsi- 
bility of the hospital; that is, the joint responsibility 
of the two staffs. Both staffs, it follows, should find a 
workable way of assuming this responsibility. 

Here one way is suggested. The medical staff (say, 
through its medical board) should’ appoint a com- 
mittee to be known as the Committee on Hospital 
Practices and Procedures. This committee should be 
functional in character in contradistinction to a depart- 
mental committee, which confines its activities to one 
of the usual hospital departments. The committee 
should, as far as possible, consist of the director of 
laboratories, the roentgenologist, the anesthetist, the 
physical therapist, the transfusionist, a surgeon, a phy- 
sician and the executive director (in a large hospital, 
one of his assistants). When a matter relating to a 
particular department is under consideration, the com- 
mittee would invite a representative of the department 
to participate in its deliberations. Thus it might call 
in, as the occasion required, the supervisor of nurses, 
the supervisor of the surgical operating suite, the nurse- 
anesthetists, the senior house staff member, the dietitian, 
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the supervisor of social service, the supervisor of the 
outpatient department and other department heads. 

In a large hospital the -committee might find it 
advisable to engage a full- time research assistant—one 
endowed with curiosity as well as with research quali- 
ties. He would devote himself to the activities outlined 
for the committee. 

A complete discussion of all hospital practices and 
procedures that would come continuously under the 
watchful eye of this committee could not be given within 
the limits of this paper. The few discussed represent a 
fair sample of a much longer list. They are different 
enough and numerous enough to show how needful is 
the critical examination of hospital procedures, espe- 
cially those likely to be outmoded and become incon- 
sistent with high standards of service for the sick. 

The eight to be discussed are: 

1. Preoperative and anesthesia precautions. 

2. Surgical operating rooms—policies and_ technics. 

3. Postoperative precautions and infections. 

4. Cross infection in occupied wards and control of con- 
tagious disease. 

5. Blood transfusions and intravenous infusions. 

6. Patients without visitors. 

7. Hospital admissions. 

8. The fate of the discharged patient. 


PREOPERATIVE AND ANESTHESIA PRECAUTIONS 

The committee would undertake a critical study of 
what is done with the patient prior to operation with 
the purpose of establishing well grounded rules of pro- 
cedure. For example, it would establish a_ policy 
regarding surgery during an influenza epidemic and on 
very hot and humid days, and regarding what person 
should be empowered to cancel scheduled operations 
on such days. 

It would study both the various standing preopera- 
tive orders and those given by the surgeon, and eval- 
uate them. It would determine the efficacy of blood 
agglutination tests before tonsillectomy; whether chil- 
dren shall receive the usual preoperative dose of mor- 
phine ; whether, when and where the surgical area shall 
be shaved, cleansed and painted with iodine—the night 
before or immediately before operation, in the patient’s 
bed or in the operating room. Who shall check whether 
the patient signed the usual permission slip consenting 
to submit to surgery? Who shall control the unusual 
and often unjustifiably long time patients are held on 
the operating room floor before operation and how shall 
he control it? Who shall mark the exact part where 
the operation is to be performed to avoid operation on 
the wrong part?) Whose duty shall it be to identify the 
patient—the surgeon's, the anesthetist’s or the nurse’s 
—one or all—before anesthesia is administered so as 
to make sure that the right patient will undergo the 
indicated operation? Of what shall the identification 
consist ? 

SURGICAL OPERATING ROOM POLICIES AND TECHNICS 

Rules and regulations governing operating room poli- 
cies and technics also require periodic revision. Ways 
should be designated of bringing them regularly to the 
attention of the surgical staff and the personnel of the 
operating suite. In formulating them the following 
questions among many others should be considered: 

In scheduling patients for operation, what are the 
roles respectively of the operating room supervisor, 
the house surgeon, the anesihetist and the admitting 
officer 
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How shall constant asepsis be maintained ? 

Who is responsible for insuring the complete steriliza- 
tion of all materials ’ 

Shall the laboratory or the supervisor of nurses be 
held responsible for the regularity of periodic bacteri- 
ologic examinations of sterile materials, water and sur- 
geon’s hands? How often shall such examinations be 
made and by what criteria shall the sterility be 
measured ? 

What shall the practice be with regard to the “scrub- 
bing” of hands? Shall surgeons and nurses be required 
to “rescrub” their hands when going from one opera- 
tion to another or merely change their gloves and 
gowns ? 

Who is responsible—the surgeon or the nurse—for 
the accurate count of sponges and how shall it be 
controlled ? 

Who shall instruct the house staff and nurses in the 
use of the resuscitation apparatus ? 

Who shall check the ever readiness of emergency 
trays for the usual operating room emergencies ? 

What shall be done to eliminate the dangers of elec- 
trical and gas ignition of anesthetics ? 

What shall the safeguards be to avoid the breaking 
of needles in spinal and other injections ? 


POSTOPERATIVE PRECAUTIONS AND INFECTIONS 
The practices and procedures discussed under the 


‘title of postoperative precautions and infections have 


two aspects: 

One is the general postoperative care which begins 
the instant the surgeon completes his work. Regard- 
ing this the questions are: Who shall issue postoperative 
orders, what shall they be and to whom shall they be 
issued? Who shall accompany the patient from the 
operating room to his bed—the house surgeon, the 
anesthetist, the orderly or the nurse? Who shafl check 
the condition of the room to which the patient is being 
returned from the standpoint of drafts, heat, quiet and 
watching until the patient has completely reacted to the 
anesthetic ? 

The other envisages procedures of precaution against 
postoperative infections of the surgical or obstetric area. 
The questions here are: What are the practices in dress- 
ing of wounds? Is strict asepsis observed in all the 
steps taken? How and when are patients catheterized ? 
What restrictions govern prepartum examinations so as 
to prevent postpartum infections? What are the prac- 
tices and procedures with relation to the care of the 
newborn? What is the policy concerning medical and 
surgical patients occupying beds in one ward or room? 


INFECTION IN OCCUPIED WARDS AND 
CONTROL OF CONTAGIOUS DISEASE 

The study of the field of cross infection in occupied 
wards and the control of contagious disease raises 
the following questions: What is the hospital policy 
concerning admissible and inadmissible diseases? For 
example, are patients with erysipelas or active gonor- 
rheal urethritis or pulmonary tuberculosis to be per- 
nitted to occupy beds in rooms or wards occupied 
by other patients? What are the known theories and 
facts concerning the transmission of disease? Which 
diseases are transmitted through air, droplets, water and 
food? Which diseases are transmitted through direct 
contact? Is there a relationship between the area and 
cubic content of a ward or room and the number of 
occupied beds? Does crowding influence cross infec- 
tion, and how? What knowledge and experience are 
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available regarding the relationship of ventilation, 
filtered and washed air and air conditioning to cross 
infection 


BLOOD TRANSFUSIONS AND INTRAVENOUS INFUSIONS 
Some of the questions to be considered under the 
heading of blood transfusions and intravenous infusions 
are: 

In busy hospitals where many transfusions follow one 
another, what shall be the practice in identifying the 
right donor for the right patient after both have been 
typed so as to avoid the fatal error of transfusing blood 
from one blood-type donor to another blood-type 
patient?) What shall be the safeguards against the 
transfusion of blood from donors infected with syphilis 
or malaria? Who shall be responsible for this vital 
check—the transfusionist, the hematologist or the 
operating room nurse? What are the causes of chill 
and fever reactions after transfusion or any intravenous 
infusion—the rubber tubing, the temperature of the 
blood or solution, the speed of the flow, the volume, 
the degree of concentration, the age of the solution, the 
faulty distillation of the water or what? 


PATIENTS WITHOUT VISITORS 


Medical social service supplements medical care. Its 
work should aim to make the patients in poor circum- 
stances more comfortable, mentally at ease, physically 
stronger, and economically easier either directly or 
through other relief agencies. Social service should 
enable the hospital better to understand the patient and 
the patient better to understand his medical and social 
problems, and thus to cooperate more willingly in their 
solution. Yet often when much or all of this is done 
the patient without visitors is forgotten. Who is he and 
why is he friendless? Where is he going when he 
leaves the hospital? Social service may evade the 
function of becoming a collecting or rate adjusting 
agency of the hospital, but many of the practices and 
procedures which it does accept require study and super- 
vision. It is legitimate social service to befriend lonely 
patients. There should be no clash between the emerg- 
ing profession of social service and humane acts of this 
sort, which are not usually described in the textbooks 
dealing with that discipline. They have been known 
even to hasten the recovery of patients. 


HOSPITAL ADMISSIONS 

The “routine” of hospital admissions rarely includes 
consideration of the mental attitude of the patient who 
has been taken from the familiarity of home and family 
to the strange atmosphere and strange personnel of the 
hospital. Usually the only person he knows his 
physician, who visits him once or twice a day or once 
every other day. During all other hours the patient is 
served and watched by a nurse who is a stranger to him 
and whose time and attention may have to be divided 
with one or more other patients. 

It is not sufficient to try to cure physical disease. 
The hospital must guard against conditions during such 
treatment which hurt the mind of the patient. The 
patient’s reaction to unfamiliar hospital sights and peo- 
ple, talk or silence, fears and complacence may not be 
ignored. This is a task in our present day complex 
hospital setting that requires at least no less thought, 
no less planning and no less expenditure than does, 
say, the hospital’s bookkeeping department. 

Shall not the ways and practices of the admitting 
officer and of the nurses and house staff members as 
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they relate to newly admitted patients be examined? 
What can be done to insure the patient’s mental com- 
fort and elimination of anxiety which often eclipse 
his physical iniprovement? To find suitable answers 
to these questions would be an important assignment 
of the committee. 


THE FATE OF THE DISCHARGED PATIENT 

It is easy to agree with Lincoln Steffens “that noth- 
ing is done finally and right” and “that nothing is 
known positively and completely.” Many timely and 
needed changes are yet to be made in hospital adminis- 
tration, hospital service, and hospital planning and con- 
struction. These changes are possible because it is hard 
to recall another period when public interest in the 
hospital was greater than it is today. It is also hard 
to recall another period when the hospital as an integral 
institution of the community was more acceptable to the 
people, its services more essential to their well being and 
its progress of greater concern. To retain these quali- 
ties the hospital must increasingly realize that its 
responsibility to the patient discharged as “improved” 
and especially to the patient discharged as “unim- 
proved” does not end when the patient leaves its doors. 
In this connection the committee should seek answers 
to the questions: What are the instructions issued to 
patients on leaving the hospital? To what sort of 
homes are they returning? What is the responsibility 
of the hospital in providing facilities for convalescent 
care? What are the aims of “follow-up” service? How 


1s it conducted and what efforts are made to have 


the patient return for “check-up?” In a word, what 
hospital practice should be set in motion to insure 
lasting cure and to find a way of improving the condi- 
tion of the patient discharged as “unimproved” ? 


THE HOSPITAL’S RESPONSIBILITY 

It might be suggested that all practices and pro- 
cedures are the responsibility of the respective com- 
mittees of the medical staff already formed to deal with 
them, that they are the responsibility of the heads of 
the clinical divisions or of the hospital administrative 
department heads. Preoperative and postoperative pre- 
cautions are the business of the surgeon, the anesthetist 


and the Committee on the Surgical Operating Room 


and Anesthesia. Surgical operating room policies and 
technics are the responsibility of the operating room 
nurse and surgeon and the same committee; blood 
transfusions of the transfusionists and a corresponding 
committee, and so on. But there usually is more than 
one surgeon and often more than one transfusionist. 
Whose duty is it to handle cross infection hazards? 
Who shall investigate sudden deaths in the operating 
room or in the ward and what are the lessons that could 
be learned from such investigations?’ And who shall 
observe, seek explanation and indicate measures of con- 
trol over the frequency of orders for x-ray and labora- 
tory examinations, which are unusually high for ward 
patients as compared with private patients with the 
same conditions? These and many other activities that 
make up today’s highly complex hospital do not belong 
exclusively to one controlling source. Many practices 
and procedures involve more than one hospital service 
and more than one of the regular medical staff com- 
mittees. There is overlapping and much divided 
responsibility. These difficulties indicate the value of 
one central study and advisory group to evaluate, dis- 
criminate, disseminate and supervise practices and pro- 
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cedures of the scores of professional and administrative 
workers who directly and indirectly serve patients. 

There is much to appreciate in the modern American 
hospital. Its evolution from the old types of buildings 
to new functional interiors, complete in equipment, that 
are also beautiful and brightly furnished and easy to 
operate is a matter of pride. Should not hospital 
organization seek parallel improvement in service, 
directed toward the welfare, comfort and cure of the 
patient? This is what a joint committee of repre- 
sentatives of the medical staff and administration, 
devoting itself to matters pertaining to professional 
and administrative practices and procedures, could seek 
and find. The medical board of the hospital would 
review its conclusions and recommendations and see 
that those accepted and approved become (after ratifi- 
cation by the board of trustees of the hospital) the 
practices and procedures of the hospital until again 
changed or eliminated. 

1919 Madison Avenue. 
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Growth factor V for bacilli of the influenza group 
has recently been identified as a codehydrogenase 
(cozymase or coferment).' The Lwoffs ' have shown 
that bacilli of this group which require the factor cannot 
synthesize it from its components, nicotinic acid amide, 
adenylic acid, ribose and phosphoric acid. Because of 
the well known importance of nicotinic acid and nico- 
tinic acid amide in the treatment of human pellagra,’ 
it seemed important to investigate the content of 
factor V in the blood of pellagrins, for the cozymase 
of von Euler * and the coferment of Warburg * are the 
only two known active biologic substances in which 
nicotinic acid amide is found. We have shown that 
B. influenzae can be used to measure accurately the 
cozymase content of the blood in normal persons and 
in pellagrins. Furthermore, prolonged treatment of 
several hundred pellagrins with nicotinic acid has shown 
that in most cases there is an immediate increase in 
sense of well-being and vigor and a prompt relief of 
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the symptoms of acute pellagra.’ In a rather high 
percentage of the pellagrins, however, it is necessary to 
increase the dosage from time to time in order to keep 
them free from recurrences. In two instances as much 
as 1,000 mg. of nicotinic acid a day was required.® 

Manifestations of vitamin B, deficiency often appear 
in the endemic pellagrin who subsists on his usual diet 
and ingests large amounts of nicotinic acid each day.® 
This vitamin B, deficiency can be prevented, at least 
for a considerable period of time, by the addition of 
10 mg. of crystalline vitamin B, to this diet. Likewise, 
while pellagrins show definite improvement following 
the administration of nicotinic acid and vitamin B,, if 
the patient remains on a deficient diet certain symptoms 
will again develop in some of the patients. This sug- 
gests that even though two essential substances, nico- 
tinic acid and vitamin B,, are supplied, the diet usually 
ingested by these patients must be deficient in still 
another substance or substances. 

During the past five years we have attempted to 
determine the role of riboflavin in human nutrition, 
but we were not able to demonstrate a clearcut use- 
fulness for this substance as a therapeutic agent in 
the treatment of deficiency states in human _ beings. 
Therefore, four endemic pellagrins were selected for 
preliminary study in Birmingham, Ala. These pel- 
lagrins were maintained on a pellagra-producing diet 
and were treated by administering from 100 to 400 mg. 
of synthetic nicotinic acid and 10 mg. of synthetic 
vitamin B, each day as supplements to the diet. Within 
twenty-four to forty-eight hours after the administra- 
tion of these substances was begun, great improvement 
in the patients occurred. They continued to eat the 
pellagra-producing diet and supplements of nicotinic 
acid and vitamin B, were given each day, but within one 
to two months the patients began to lose appetite and 
weight, and very mild dermatitis appeared. Past experi- 
ence had shown that by administering still larger 
amounts of nicotinic acid another period of improve- 
ment could be induced, but we decided to keep the 
intake of food, nicotinic acid and vitamin B, constant. 
The general clinical condition of these patients remained 
essentially the same during the subsequent ten months. 
In order to rule out the effect of any psychotherapy, 
we gave, in addition to nicotinic acid and vitamin B,, 
sodium bicarbonate and acetylsalicylic acid to each 
patient for three days. No subjective or objective 
improvement occurred. Since some of the patients 
experienced a recurrence of certain symptoms even 
though nicotinic acid and vitamin B, were given, and 
in view of our belief that riboflavin is involved in the 
metabolism of nicotinic acid or substances acting simi- 
larly, either as a complementary therapeutic agent to 
form a conjugate within the body or as a constituent 
of the diet essential in itself, we administered 50 mg. 
of riboflavin to each patient. On the second day an 
additional 50 mg. was given. Within forty-eight hours 
each patient showed improvement in sense of well-being, 
improvement in the cutaneous lesions (the dermatitis 
in these four patients did not go through a period of 
erythematous change and, in general, appeared much 
more chronic than the characteristic pellagrous dermati- 
tis) and increased vigor. This, we feel, supports our 
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belief that riboflavin does have some function as a 
therapeutic agent in the treatment of certain deficiency 
states in human beings."* 

These observations suggest that nicotinic acid is 
probably not used as such by the body but more likely 
is used as a component of some enzyme system, and 
that riboflavin is also beneficial to certain pellagrins in 


TABLE 1.—Growth of B. Influenzae in Dilutions of Blood * 


Control Cases 1:1,000 1:2,000 1:4,000 1:8,000 = 1:12,000 


* The exient of growth was interpreted as follows: a Aa = very 
heavy; +++ = heavy; ++ = moderately dense; + = light; = just 
perceptible; — = no growth. 


relapse. The present report is concerned with the 
therapeutic effect of nicotinic acid as demonstrated by 
an increase in the quantity of these active enzymes in 
the blood. The growth of influenza bacilli in serial 
dilutions of human blood has been used as a measure of 
the amount of this specific growth factor present in 
blood. 
METHOD 


Five cultures of Bacillus influenzae and B. parainflu- 
enzae were obtained,’ carried on chocolate agar slants 
and studied in broth subcultures. The broth was pre- 
pared with 2 per cent Difco proteose-peptone, 0.6 per 
cent salt and 2 per cent human blood. This medium, 
pu 7.6, was heated to 95 C. and filtered. Then a por- 
tion was sterilized by filtration through a Seitz filter 
and another portion was autoclaved. As was expected, 
the portion of autoclaved medium was found not to 
support growth of those members of the influenza group 
studied, since cozymase, factor V, is destroyed by auto- 
claving. The unautoclaved medium, in contrast, pro- 
vided luxuriant growth of these organisms, as has been 
shown previously by Davis* and by Thjotta and 
Avery.® 

The procedure was as follows: One cc. of venous 
blood was added to 19 cc. of sterile distilled water and 
heated in a water bath to 85 C. until the solution became 
brown. The solution was cooled and, after the addi- 
tion of one or two drops of sterile tenth normal hydro- 
chloric acid, was centrifuged. The supernatant fluid 
was then added to tubes of autoclaved peptone broth so 
that the final dilutions of blood added to the prepared 
medium represented volume ratios of 1: 1,000, 1 : 2,000, 
1: 4,000, 1: 8,000 and 1: 12,000. The blood was heated 
to 85 C. so that the proteins could be centrifuged out 
and the labile inhibitory substance in the serum described 
by Rivers and Leuschner '° would be partially or totally 
destroyed. 

SELECTION OF CASES 

A series of blood studies were made on four healthy, 
well nourished persons and three patients with mild 
attacks of pellagra who were admitted to the Cincinriati 
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General Hospital. Of the pellagrins, H. J. entered in 
relapse and, after recovery, was maintained on a pel- 
lagra-producing diet for two months. (Dr. W. B. 
Bean and Miss Jean Grant contributed in the dietary 
control of this patient and in the therapy of the other 
pellagrins.) F. H. and W. S. entered with mild lesions 
which healed after rest in bed, although the patients 
were maintained on a pellagra-producing diet." 


OBSERVATIONS 

The blood of normal persons was found to support 
growth up to dilutions in peptone of 1: 12,000 when 
the procedure outlined was used with loop transfers 
of a twelve to eighteen hour culture of B. influenzae 
as the innoculum (table 1). In contrast, the blood of 
the three pellagrins supported growth poorly and only 
in the lower blood dilutions, i. e. 1: 2,000 (table 2). 
They contained, therefore, much less factor V than 
normal. The blood of these pellagrins, however, after 
nicotinic acid therapy, supported the growth of B. influ- 
enzae almost as well as the blood of the normal persons 
studied. Patient H. J. was maintained sixty days on 
the pellagra-producing diet before the administration of 
nicotinic acid. Then, while still on this diet, he was 
treated for a week with oral doses of nicotinic acid, 
which varied from 100 to 500 mg. a day. On the 
seventh day of treatment a sample of his blood per- 
mitted a more luxuriant growth of the organism and. 
supported the growth with greater dilutions of blood 
than previously (tables 1 and 2). The growth of B. 
influenzae in the blood of the two other pellagrins was 
studied over a period of days. The blood of F. H. 
supported growth luxuriously twelve hours after a gram 
of nicotinic acid was given on one day in five oral 200 
mg. doses. The blood from the third patient, twelve 
hours after the same amount of nicotinic acid was given, 
supported growth well at 1: 4,000 dilution and slightly 
at 1: 8,000. Tables 1 and 2 show the amount of growth 
in the blood of the two groups of persons, but the plus 
symbols used are arbitrary and minimize the striking 
differences observed. 

CONCLUSIONS 
1. The present study shows that the blood of normal 


persons on well balanced diets supports growth of B. 
influenzae to a much greater extent than the blood of 


Taste 2.—Growth of B. Influensae in Dilutions of Blood 


Pellagrins 1:1,000 1:2,000 1:4,000 1:8,000 1:12,000 
H. J. (before treatment)+. +++ ++ a et: 
H. J. (after treatment).... ++++ +++ ++ + ob 
F. H. (before treatment).. ++ + 
F. H. (after treatment)... ++++ +++ ++ ao we 
W. S. (before treatment)... +++ + + ~- 
W.S. (after treatment)... +++ +, + 


+ Treatment refers to the administration of nicotinie acid obtained 
from Merek & Co. 

The controls of the culture in autoclaved mediums without added 
blood were negative in each case. The sterility of the blood that was 
added was also established. 


pellagrins on diets deficient in the pellagra-preventive 
factor. After nicotinic acid therapy, however, the 
blood of these pellagrins increased to normal growth- 
promoting activity. This shows that after nicotinic acid 
therapy cozymase (or coferment) is significantly 
increased in the blood of these patients. 
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2. These observations, plus the observation that pro- 
longed treatment of several hundred pellagrins with 
nicotinic acid has shown that in many instances the dose 
must be increased from time to time to prevent recur- 
rences of acute symptoms, support the tentative hypoth- 
esis that the therapeutic value of nicotinic acid depends 
on the synthesis of nicotinic acid nucleotide and finally 
codehydrogenase in the body. . 

3. These studies show that the administration of ribo- 
flavin is beneficial to certain pellagrins in relapse. Since 
so many of these specific deficiences occurring from 
water-soluble vitamins seem so interrelated, could not 
the same general biochemical system or systems be 
involved ? 

4. From these observations and those previously 
reported, we continue to recommend large quantities of 
a liberal and well balanced dict in the treatment of 
pellagra. 


SUPPLEMENTARY REPORT 

Since submitting the preceding for publication, our 
observations have been extended in several ways, The 
cozymase content of the blood of a pellagrin with mental 
symptoms was so low that it would not support growth 
of the influenza bacillus. However, following the 
administration of 500 mg. of nicotinic acid daily for two 
days the influenza bacillus grew in the blood dilutions 
~of 1:4,000 and the symptoms of pellagra disappeared 
promptly. In three cases of diabetes mellitus in severe 
acidosis the cozymase content was abnormally low but 
returned to normal following therapy with diet or 
insulin or following the administration of nicotinic acid. 
(We do not imply that nicotinic acid should replace 
insulin and dietary management in the treatment of 
diabetes mellitus.) At the suggestion of Dr. John W. 
Spies, determinations of the cozymase content of the 
blood of two patients with chronic lymphatic leukemia, 
three patients with malignant tumors and one patient 
with Hodgkin’s disease were made. The blood from 
the two patients with leukemia, both of whom had been 
given roentgen therapy, did not support the growth of 
the influenza bacillus beyond the 1:1,000 dilution, 
whereas the blood from the patients with malignant 
tumors and from the patient with Hodgkin’s disease 
supported growth of these bacilli better than the aver- 
age. The blood from the patients with leukemia still 
would not support the growth of the influenza bacillus 
following the administration of 500 mg. of nicotinic acid 
daily for two days. The patients with malignant tumors 
and the normal persons selected for controlled study all 
appeared in good nutritional state. In contrast to the 
patients with leukemia, a patient with pernicious anemia 
in relapse showed normal cozymase concentration in the 
blood as evidenced by visible growth of the influenza 
bacillus in dilutions of 1: 8,000. 

The presence of the V growth factor for B. influenzae 
was also demonstrated in the normal urine studied. 
“sterile” normal urine supports growth of the organ- 
ism in dilutions of 1:10, 1: 100 and 1: 1,000 in the 
same autoclaved peptone-blood broth. 


Save the Juices, Peelings and Leaves.—The best kitchens 
are those in which almost nothing is thrown away, for it is 
the juices, peelings and leaves which contain the accessory 
factors necessary for human health. The fuller the garbage 
pail the poorer the health. Stinginess in the kitchen is one 
of the greatest virtues—Furnas, C. C., and Furnas, S. M.: 
Man, Bread and Destiny, New York, Reynal & Hitchcock, 1937. 
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TRAUMATIC TRIPLE INTUSSUSCEPTION OF THE 
ILEUM IN A CHILD 
Vicror A. Bapertscner, M.D., Lima, Onto 


In view of the scarcity of reports in the literature of traumatic 
intussusception, the following case is presented. 

P. N., a schoolboy aged 9 years, was admitted to the hospital 
with a diagnosis of internal injury. One-half hour before 
admission two wheels of an automobile truck had run over 
the lower part of the child’s abdomen. 

On physical examination the temperature was 98 F. the 
respiration rate 24 and the blood pressure 108 systolic, 76 
diastolic. The patient was crying and complained of generalized 
abdominal pain. The physical changes found at examination 
were confined to the abdomen, which was voluntarily rigid. 
Over the lower part of the abdomen were numerous cutaneous 
burns and abrasions. 

Laboratory work, consisting of urinalysis and roentgenograms 
of the abdomen, spine and pelvis, offered nothing of positive 
diagnostic importance. 

Since a competent eye witness had seen the child's abdomen 
run over by two wheels of a motor truck, it was considered 
advisable to open the abdomen without delay because of probable 
visceral damage. This was done through a mid-right rectus 
incision under ether anesthesia. The solid viscera and bladder 
were intact. When the gastrointestinal tract was examined 
about the middle part of the ileum, the small intestine was 
found to be intussuscepted in three places at intervals of 
approximately 20 cm. The intussusceptions were pointed in an 
aboral direction and the segments were from 2 to 2.5 cm. long. 
There was no evidence of obstruction. The segments were 
easily reduced by gentle traction, since no pathologic changes 
had yet taken place in the intestinal wall. The operation was 
completed within three hours of the injury and recovery was 
uneventful. 

In reviewing the literature I could find only three cases ot 
traumatic intussusception. The first was reported in 1908 by 
Stewart! of Philadelphia. His patient, a man aged 30, was 
struck just above the crest of the left ilium by a heavy steel 
beam. Shortly aiter the injury he was admitted to the hospital 
in profound shock. Vomiting, generalized abdominal rigidity 
and pain, and bloody urine developed and twenty hours later he 
was operated on. The abdominal muscles were found to be 
torn from the left iliac crest and a large extraperitoneal 
hematoma extended into the bladder wall. No viscera were 
ruptured. There were numerous spastic areas throughout the 
small intestine. In one place the spastic intestine had passed 
into a relaxed segment for a distance of 2 inches (5 cm.). The 
intussusception was reduced and the patient died four hours 
later in shock. 

Le Conte, in commenting on Stewart's experience, described 
a case he had seen eight years previously of a 9 year old boy 
who had been stabbed in the left side of the abdomen. When 
the abdomen was explored under ether anesthesia a direct 
intussusception about 1 inch (2.5 Zor long was found in the 
middle of the small intestine. About 2 feet (60 cm.) distal to 
the first intussusception two more were found, one direct and 
the other retrograde. Each was about three-fourths inch (2 
cm.) long while the sheath or intussuscipiens covering them 
was probably 2 inches in length. No signs of inflammation 
congestion or change of color of the intestine were present, ancl 
reduction was accomplished by very light traction. 

Kennedy * of London in 1920 reported a case in which a bad 
injury to the chest was caused by a motor lorrey. The patient 
was admitted to the hospital with subcutaneous emphysema and 
a rigid abdomen. Within three hours he had vomited three 
times and appeared very ill. Four and one-half hours after the 
injury the abdomen was opened. An intussusception 1 inch long 
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was found in the midileum. The proximal intestine was dilated 
and the ileum distal to the lesion was collapsed. The intus- 
susception was easily reduced and the intestine showed no evi- 
dence of injury. 

In 1908 Fitzwilliams * of London reported a series of 1,000 
cases of intussusception, none of which were of traumatic origin. 
Perrin and Lindsay * in 1921 reported a series of 400 cases 
collected from London hospital records in the eighteen year 
period between 1903 and 1920. There are no cases of traumatic 
origin in this series. 

“Numerous examples of multiple intussusception appear in 
the literature. Twelve of the thousand cases of Fitzwilliams’ 
presented multiple intussusception. A quintuple intussusception 
is reported by Baron® in a 2 year old boy whose onset was that 
of severe epigastric pain and cramps with vomiting. At opera- 
tion five intussusceptions, which averaged 1.3 cm. in length, 
were found ir the jejunum within 25 cm. The cause was not 
evident. 

According to Obadalek® of Germany, sudden increase in 
intra-abdominal pressure is an important cause of intussuscep- 
tion in children. He reports two cases: Intussusception devel- 
oped in a girl aged 8 years involving the terminal 40 cm. of 
ileum, cecum and ascending colon, following a severe paroxysm 
of coughing. In the second case an intussusception developed 
in a 4 year old boy while straining at stool. At operation, 
polyps were found in the small intestine. The author states 
that he failed to produce intussusception experimentally in 
animals. 

SUMMARY 

1. Traumatic triple intussusception of the small bowel was 
found at operation in a child whose abdomen was run over 
by an automobile truck. 

2. Three previous cases of traumatic intussusception have 
been reported. Numerous references of multiple intussuscep- 
tions appear in the literature. 

3. Increased intra-abdominal pressure is suggested as an 
etiologic factor in intussusception. 


1207 Cook Tower. 


POSSIBILITY OF FAULTY DIAGNOSIS OF DIABETES 
IN PATIENTS TAKING THIAMIN CHLORIDE 


M.D., Pa.D. 
WINTER 


ano Louis E. Wise, 
Park, 


Ruta S. Hart, 


The first morning specimen of urine collected from the patient, 
Mr. L. W., showed very marked reduction of Benedict's solu- 
tion. The following morning the fasting blood sugar content 
was determined and found to be 90 mg. per hundred cubic 
centimeters. The following day after a breakfast high in carbo- 
hydrates the urine was again examined and showed no reduction. 
At intervals thereafter, with a continued daily dose of 4 mg. 
of thiamin chloride, the urine either showed traces of reducing 
substances or no reduction whatever. The medication of the 
patient, begun a month prior to the first urine examination, was 
two tablets of thiamin chloride prior to each meal (i.e. 6 mg. 
a day), three 1% grain (0.1 Gm.) tablets of theophylline with 
ethylenediamine and 3 grains (0.2 Gm.) of phenobarbital daily. 
Neither theophylline with ethylenediamine nor phenobarbital 
reduces Benedict's solution. 

On the other hand 10 mg. of pure thiamin chloride in 1 ce. 
of distilled water reduced Benedict's solution only slightly, giv- 
ing an atypical yellow precipitate. 

Whether or not thiamin chloride alone was responsible for 
the reducing substance found in the urine originally examined 
still is problematic. 

Morning specimens from three other patients who were on 
at least 6 mg. of thiamin chloride daily were examined and 
showed no reduction of Benedict's solution. Of these, one 
patient was taking in addition to thiamin chloride an uncertain 
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amount of morphine. One other was taking 40 grains (2.6 Gm.) 
of acetylsalicylic acid daily. 

The following possibilities in this case must be considered: 

(a) Storage of thiamin chloride, with marked elimination 
at intervals. 

(b) Elimination of oxidizable degradation products of thiamin 
chloride. 

(c) Elimination of oxidizable degradation products of theo- 
phylline with ethylenediamine or phenobarbital or both. 

(d) Lowering of the renal threshold to dextrose through the 
agency of thiamin chloride. 

The question arises of the accuracy of Benedict's test for 
measuring dosage of insulin with patients taking thiamin 
chloride. 

CONCLUSIONS 

1. Pure thiamin chloride will reduce Benedict's solution in 
vitro. 

2. Urine of one patient receiving 6 mg. daily of thiamin chlo- 
ride reduced Benedict’s solution despite a blood sugar of 90 mg. 
per hundred cubic centimeters of blood. 

119 Morse Boulevard. 


CALCANEAL SPURS 
SIMPLIFIED METHOD OF TREATMENT 


James R. Recax, M.D., MitwavKkee 


Painful heels have for purposes of treatment been classified 
into those cases in which a calcaneal spur can be demonstrated 
roentgenographically and those in which no spur is present. 
In most cases in which no spur is demonstrable, relief is obtained 
by the use of well fitting supports applied to the plantar area 
of the foot which relax the structures. In those cases in which 
a calcaneal spur can be demonstrated and in which there is 
pain (many cases of calcaneal spurs cause no symptoms) treat- 
ment has been both conservative and radical. The conservative 
treatment consists of avoidance of weight bearing as well as 
the use of certain types of heels, shoe correction and the use 
of soft insoles. The radical treatment is concerned with either 
the surgical removal of the spur or some other method designed 
to remove weight bearing on the point of the spur, such as 
the rotation osteotomy as practiced by Steindler and Smith.t 
The latter procedure is, in the words of the authors, “too 
radical a procedure to be used in any but the most recalcitrant 
type of case.” I have long since discontinued the use of the 
simple removal by chisel of the spur, since in these cases a 
very painful periostitis develops soon after the operation which 
is of a more disabling degree than the spur itself. 

Based on work performed on the obliterative therapy in vari- 
cose veins and the like, a simple and effective treatment has 
been evolved and is being reported here. It was found in those 
cases in which operation was done that at the tip of the spur 
a bursa had formed. It seems reasonable to believe that a 
bursa formed in an unnatural place, the result of irritation, 
being the causative factor for the pain in calcaneal spurs. Many 
calcaneal spurs cause no symptoms whatever and are found 
purely by accident. 

For the past five years in those cases of calcaneal spurs which 
were painful and which did not respond to the use of well fitting 
supports, felt pads, shoe correction and the like, the following 
procedure was carried out: At the point of greatest tenderness 
an ordinary hypodermic needle was thrust through the skin 
on the plantar area of the os calcis until osseous tissue was 
reached. Then a few drops of 2 per cent procaine hydrochloride 
was injected followed in a few moments by 0.5 cc. of sodium 
morrhuate in 5 per cent benzyl alcohol. The relief from the 
symptoms was rapid as well as fairly well prolonged. Up to 
the present time thirty-three patients with painful heels due 
to a caleaneal spur have been treated in this manner and of the 
thirty-three only two failed to obtain relief following the first 
injection; it was necessary in one case to perform four subse- 
quent injections before relief was obtained. One patient has 
had no relief from this treatment. The relief obtained usually 
lasts for between two and three years, after which another 
injection may be given. 


1. Steindler, A. F., and S R.: 
Gynec. & Obst. 66: 663-665 Calera 1938. 
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The use of this solution has not resulted in any bad effects. 
I would not presume to be abie to inject the material into the 
small bursa at ihe tip of the spur, as this is not necessary. 
If the solution is injected in the peribursal tissues, obliteration 
with organization of the bursal sac takes place. The irritation 
of the chemical injected causes an inflammatory process to be 
set up, which eventuates in the organization of the resultant 
into fibrous tissue. There is some slight pain after injection, 
which usually passes away within twenty-four hours. 


SUMMARY AND CONCLUSIONS 

1. A simple and effective method for the treatment of painful 
heels due to calcaneal spurs was used in thirty-three cases with 
thirty-one excellent results; in one case four injections were 
necessary and in one case there was no relief whatever. 

2. The period of relief usually lasts from two to three years. 

3. Only those cases in which the painful heel was due to 
calcaneal spur are included. 

4. Sodium morrhuate in 5 per cent benzyl alcohol is used 
to obliterate the bursa at the tip of the spur. 

5. It is my opinion that removal of the spur does not promise 
the relief that more conservative measures do; also the rotation 
osteotomy is very radical and a difficult procedure. 

425 East Wisconsin Avenue. 


Special Clinical Article 


THE PERENNIAL DISPUTE IN THE 
TREATMENT OF PROSTATISM 


CLINICAL LECTURE AT SAN FRANCISCO 


SESSION 


FRANK HINMAN, M.D. 
SAN FRANCISCO 


Prostatism is caused by one of three conditions: 
median bar, hyperplasia or cancer. It is treated by 
one of three routes: the transurethral, the suprapubic 
or the perineal. This trebleness of kind and approach 
is confusing and a cause of contention. To differentiate 
a median bar from hyperplasia, either of which may 
be associated with cancer, and to recognize cancer 
when it occurs alone as well as when it is so associated 
is the problem of diagnosis. None of the three condi- 
tions can be cured without surgical intervention. To 
treat each kind of prostatism therefore by a trans- 
urethral, a suprapubic or a perineal operation is the 
choice of surgery, at least in theory. This reasoning 
may be false, since it is not followed in every practice. 
Some surgeons never choose a twofold or threefold plan 
of treatment but fit one method to all conditions. It 
follows that the diagnostic problem weighs lightly with 
them. These surgeons, however, are not casuists. 
They are just as honest and sincere as those who elect 
a method which in theory may fit the condition better. 
They either believe the one method to be adequate for 
all three kinds of prostatism or, admitting the logic 
of choice in treatment, have discovered by practical 
experience that sticking to this one method for all 
conditions gives them better results than using other 
methods. The skill which they have acquired in this 
one way of treatment overbalances the theoretical 
advantages of the other ways, in which they have 
heen found by sweat and sorrow to be unskilled. 
Patients with prostatism ask their medical advisers 
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and these in turn search the medical literature and 
quiz their urologic confréres for an answer to the 
questions Are these differences in urologic practice 
insignificant? Is the method of resection really ade- 
quate for all conditions? Does skill of performance 
outweigh the theoretical advantages? A simple com- 
parison of results seems all that is needed in answer, 
but, just as a close or tied score does not tell the full 
story of the game, so such a comparison fails to reveal 
the truth about prostatism. It is not so simple. Much 
depends on the point of view acquired by training and 
experience. As the points of view differ, so will the 
answers differ. Perhaps a glimpse of the truth, so 
easily obscured in practice, may be caught by an open 
consideration of the three points of view. As true an 
insight into the problem, therefore, as is possible at 
present may be given by drawing up three declarations 
showing, for each way of approach, the pleas and 
replies, the reasons for and the arguments against and 
the evidence and counterevidence. In order to make 
such a presentation clear and simple, the diagnostic and 
clinical differences between the three common condi- 
tions producing prostatism should be known. Con- 
ceding that the surgeon’s knowledge of these differences 
is ample, certain points of differentiation are worth 
emphasizing. 


DIAGNOSIS OF THE CONDITION WIILICH 


CAUSES PROSTATISM 

The median bar or contracture at the vesical neck 
occurs in men under 50 about as frequently as does 
hyperplasia or enlargement of the prostate in men 
over 50, Long before the advent of electrical resection 
the bar was recognized as an entity distinct and differ- 
ent from hyperplasia and was treated successfully by 
the transurethral punch of Young or by suprapubic 
excision. Such bars are fibrous and glandular (fig. 1). 
They usually form a single joist from wall to wall, 
but they may be of ring type and encircle the neck, 
forming a contracture. Fibrous bars and contractures 
occur in women as well as in men. In men the 
glandular type of bar is similar pathologically to hyper- 
plasia (fig. 2). Size and position distinguish the two. 
Single posterior enlargements of the prostate may be 
median in position, subcervical (beneath the neck) or 
subtrigonal (beneath the trigon). Such enlargements 
are called commissural when they connect coexisting 
lateral enlargements. Any of these may form a 
rounded mass which projects into the urethra or the 
bladder, producing a ball valve type of obstruction, and 
when small they are usually grouped with the median 
bars. A localized enlargement of the anterior lobe 
sometimes acts similarly as a ball valve. Enlargements 
also may be localized to the median or to the right or 
left lateral position. Such single isolated lobes are 
rare and belong with the hyperplasias. Median bars 
produce some of the most marked changes of back 
pressure, more even than hyperplasia does (such as 
large vesical diverticula, hydro-ureters and hydro- 
nephroses ). 

Enlargement of the prostate, or hyperplasia, is dis- 
tinctly periurethral and supramontane. The glands 
surrounding the portion of the urethra between the level 
of the verumontanum and the bladder undergo this 
change (fig. 3). By their enlargement the surround- 
ing and outer glands of the prostate, which never 
undergo such change to any marked degree, are com- 
pressed into the form of a glandular covering or layer 
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familiar to surgeons using the suprapubic and the 
perineal approach as the false capsule which is left 
after enucleation of the enlargement (fig. 4). Enlarge- 
ments of any size are compact and removable in one 
piece. A trilobed bilateral-commissural combination is 


Orifice of smal 
diverticulum 


Fig. 1.—Changes from normal with median bar. 


the common form, though all sorts of combinations 
occur. Enlargements distort and elongate the supra- 
montane portion of the urethra or protrude into the 
bladder, dilating the sphincter. 

The median bar is easily recognized with the cysto- 
scope, which shows a bas-fond or sulcus between bar 
and interureteral ridge and trabeculations, cellules and 
other evidence of back pressure. Recto-urethral thick- 
ening is absent, but there is a distinct overriding of the 
bar by the beak, with a jump when the cystoscope with 
the beak turned down is drawn back into the urethra, 
and when the operator attempts to push the beak back 
into the bladder it usually catches on the bar. This is 
best demonstrated with a finger in the rectum pressing 
on the vesical neck. 

Isolated lobes and true hyperplasia are recognized 
by means of touch, sight and measure. Rectally, in 
hyperplasia the median prostatic furrow and_ notch 
are filled in and obliterated and the lateral sulci are 
deepened. Cystoscopically, in addition to the changes of 
back pressure in the bladder, sulci between lobes indi- 
cate the type of intravesical enlargement (fig. 5), and 
when the cystoscope is withdrawn into the urethra the 
extent of encroachment of the prostatic urethra by 
lateral and median lobes is visible. The extent to which 
the enlargement has lengthened the supramontane por- 
tion can be measured by marking on a ruler held 
parallel to the cystoscope the point opposite the water 
vent at which the extreme intravesical projection is in 
view ; when the outer intraprostatic limits are brought 
to view (usually at the level of the verumontanum) as 
the cystoscope is pulled out, this second point is marked 
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on the ruler. The distance between these two points 
measures roughly the length of the enlargement (fig. 6). 
Rectal and recto-urethral palpation indicates its width 
or thickness. 

Cancer of the prostate is a common form of malig- 
nant process. As a cause of death it stands for men 
well above cancer of the uterus for women. Sufferers 
under the age of 50 are the exception; the majority are 
over 60 (fig. 7). Cancer of the prostate gives no 
early manifestation but creeps in silently and insidiously 
and as a rule is well advanced before being suspected. 
The disturbance of urination, the common cause of 
the examination which reveals the cancer, results from 
an associated median bar or, oftener, from hyperplasia 
(in 20 per cent of cases), either of which usually is 
coincidental. Occasionally when carcinoma occurs with- 
out these other changes the prostatism, bleeding, pain 
or other complaints have arisen only after extension of 
the cancer into the urethra or the neck of the bladder 
or around local nerve trunks. Metastases even at a 
distance have been found without local symptoms or 
signs. This symptomless, hidden nature of the disease 
largely accounts for the failure to make early diagnoses. 
The slogan “early diagnosis and radical removal” is 
barely audible in this branch of surgical practice. 
Many urologists are outspoken in their belief that 
cancer of the prostate is always fatal; they know for a 
fact that they have never cured a patient. Pessimism 
of this kind accounts for the other failures to make 
an early diagnosis. This “what’s the use’ attitude 


Fig. 2.—Similarity of glandular bar and subcervical lobe which acts 
as a ball valve. 


loses its fatalism with the thought that complete removal 
will cure cancer ; that it will has been proved repeatedly, 
although by only a few urologists. The truth thus 
indisputably established warrants an effort both to 
improve the dismal record of early diagnosis and to 
take advantage of such diagnosis by prompt and radical 
surgical intervention, 
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One form of cancer of the prostate, the common 
form (probably nine in ten), starts in the posterior por- 
tion. From this area it grows by extension to involve 
seminal vesicles, vasa, the neck of the bladder and the 
hyperplasia when coexistent; or it spreads to a dis- 
tance through the lymph or blood streams, causing 
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Fig. 3.—-The probable origin of hyperplasia from periurethral and 
inasnaieauial submucosal glands or from primary myomas invaded later 
by the ducts of these glands (Deming). 


metastases, the most frequent being perineural, in lymph 
glands and in bones, particularly the vertebral and 
pelvic. A diagnosis made after such extension or 
metastasis is not an early diagnosis (fig. 8). 

Another form of prostatic cancer (probably one in 
ten) starts within hyperplasia as a form of malignant 
degeneration and, with growth, extends into surround- 
ing structures or metastasizes, just as the common 
form does. When advanced it cannot be distinguished 


Fig —Cavity with its false capsule after enucleation en masse of 
bilateral” and commissural enlargement, the common type. 


from the late stages of the ordinary form associated 
with hyperplasia. Serial sections of enlarged prostates 
removed suprapubically or perineally and wholly 
unsuspected of cancer will show early lesions of a malig- 
nant process of this type in about 5 per cent of cases. 
It is impossible to know in how many cases of advanced 
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cancer and hyperplasia the primary lesion was periph- 
eral, with invasion of the hyperplasia, and in how many 
it was central, with extension from the hyperplasia. 
A diagnosis made after such extension is not an early 
diagnosis. 

The clinical diagnosis of carcinoma of the prostate 
is at all definite only when the lesion is advanced 
and incurable. An early lesion may be suspected clini- 
cally but is proved only with the microscope. Sus- 
picion is aroused by the finding, on rectal palpation, 
of an area of stony hardness, which must be distin- 
guished from inflammatory induration and calcification. 
Not all carcinomas are scirrhous and stony hard. 
Medullary and glandular types may be soft or even 
semifluctuant and are suspected because of the absence 
of the usual causes of these changes. The uncommon 
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Fig. 5.—-The method of exact diagnosis of the type and size of enlarge- 
ment. 


lesion, which begins as a form of degeneration within 
hyperplasia, is never recognized early by palpation and 
even in an advanced form—after local extension and 
distant metastasis—may be missed entirely by the 
examining finger in the rectum. Early recognition even 
of the common form which causes stony hardness is 
rare. When first seen, therefore, most cancers are in 
an advanced stage. Cancer creeps in with the patient 
unaware, and one may well ask Who is to blame for its 
late discovery? In how many cases would it have 
been diagnosed earlier had the patient when he reached 
the age of 50 adopted the practice of having a com- 
plete physical check-up twice a year? Should family 
physicians keep a record and remind patients of the 
time for examination, as dentists do? Are the teeth 
the only part of the body for which “‘a stitch in time 
saves nine”? Even though rectal examinations were 
made regularly, it is safe to say that not all cancers 
would be recognized early; none of those which start 
within hyperplasia would be discovered, and many of 
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the common forms which start in the outer glands 
would be missed at first or suspected lightly and allowed 
to progress until too late for cure. As already stated, 
the clinical diagnosis of an early cancer of the prostate 
is always merely on suspicion. Only the microscope 
can be definite. This uncertainty of early diagnosis 
leads to wrong-doing in two ways. Procrastination, 
putting off a decision when in doubt, is a natural fault, 
and of course mechanical injury from repeated manipu- 
lation and massage follows because of this doubt. The 
one, by delay, causes loss of opportunity; the other, 
by spreading cancer, destroys all hope of a cure. What 
can be done? Vigorous massage of inflammatory 
indurations causes their disappearance, which disproves 
cancer. If cancer exists, however, all manipulations 
should be gentle. No surgeon mauls and squeezes a 
malignant process elsewhere. An experienced finger 
learns to distinguish fairly accurately the induration of 
lesser degree caused by inflammation from the extreme 
induration of cancer. An immediate biopsy is always 
in order on the first suspicion. When the surgeon is 
reasonably sure of the diagnosis, biopsy can be per- 
formed after the patient has been prepared for radical 


Fig. 6.—How the length of the enlargement can be measured. 


operation by perineal exposure ; on microscopic confir- 
mation the radical operation can be completed or, if 
the diagnosis is disproved, the wound can be closed and 
no harm is done. If the surgeon is not sufficiently sure 
of the diagnosis, needling of the area of induration may 
provide a piece of tissue which shows cancer on micro- 
scopic study, and then radical operation can be advised 
with confidence and done as soon as convenient. How- 
ever, a suspicious area into which needles have been 
thrust by way of the perineum should not be forgotten 
if biopsy had a negative result. The method of biopsy 
with needles is too uncertain to be taken seriously if 
the result is negative. Of course such biopsy can be 
repeated but, if cancer is really present, repeated punc- 
ture by needles cannot be harmless. The patient should 
be followed closely and reexamined regularly but gently. 
Should suspicion persist or be increased by local 
changes, there should be no hesitancy in placing the 
facts before the patient and advising an exploratory 
operation with the plan that if the pathologist finds 
cancer radical removal will be undertaken at once. 
If cancer is not found, the relief to the patient and his 
surgeon offsets all the trouble; this is the only result, 
since there is no risk in perineal exposure and simple 
biopsy. <A third method: of biopsy when cancer is 
suspected is by removal with the resectoscope of a 
cylinder of tissue from the area in the prostatic portion 
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of the urethra or at the vesical neck which looks 
infiltrated, hard and nodular. This can be done at the 
time of cystoscopic examination. However, as in biopsy 
with needles, a negative report is not conclusive. 
The three conditions—median bar, enlargement and 
cancer—are not always unitary and distinct. As previ- 
ously explained, cancer commonly occurs with bars and 


TasLe 1—Causes of Prostatism 


1. Median bar 5. Inflammation 


2. Hyperplasia 

3. Neoplasm “hronie 
Carcinoma Suppurative (abscess) 
Sarcoma Specifie 
Leiomyoma Tuberculosis 

4. Cysts Actinomycosis 


6. Caleuli 


enlargements, and this association is usually coinci- 
dental. Other conditions also complicate bars and 
enlargements, and their neglect or recognition in the 
surgeon’s plan of treatment makes his standard of 
cure low or high. Sometimes one of these other condi- 
tions is the sole cause of the patient’s urinary diffi- 
culties. Table 1 shows the need of differential diagnosis 
and the conditions to be considered. Inflammation is 
the most troublesome condition and is often aggravated 
by calculi. It alone may cause prostatism, even to 
complete retention. Commonly, however, it occurs with 
and complicates the three common causes of prostatism, 
particularly enlargement. When inflammation is a 
complication, no method of removal gives a high stand- 
ard of cure if infection persists and causes a continu- 
ation of the burning and frequency. The amount of 
residual urine measures the degree of relief from 
obstruction, but this is surely not the only evidence 
of cure. 


ATTRIBUTES OF THE METHODS OF TREATMENT 

Knowledge of the clinical differences between median 
bar, hyperplasia and cancer, of the variability in size 
and position of hyperplasia, and of the two types of 
cancer, which has been briefly outlined, is only the 
first step toward justice and truth in the dispute as 
to treatment. The technical difficulties, the risks 
involved and the benefits derived from each of the three 


75 80 90 
55 years of age. 


31 
60 #65 70 


Fig. 7.—Age incidence of cancer of the prostate, 


surgical approaches must also be considered. Even if 
equal skill in their use is assumed for the purpose of 
comparison, differences of opinion will remain for the 
simple reason that the majority of disputants are very 
one sided. Their opinions are biased. They operate 
by the method which best suits them, too often the 
only method of which they have any practical knowl- 
edge. Naturally they are vigorous in defense of this 
practice. Skill in any of these approaches is not 
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acquired by reading and observation. It requires prac- 
tice. The average surgeon of today lacks the oppor- 
tunity of learning more than one method. Educated in 
a center in which only the perineal approach is used, 
he may never have done a suprapubic enucleation or 
even have seen one, and vice versa, although both 
camps do resections. Trained by a resectionist, his 
knowledge of perineal and suprapubic operations of the 
prostate may be nil. This is no exaggeration. Recently 
a young man from a great medical center, on the 
usual tour before entering urologic practice, told me 
that he had never seen a_ perineal prostatectomy. 
Limitation of training and the one-sided outlook which 
follows cannot be disregarded when it comes to draw- 
ing up declarations for or against a method. 

I shall disregard for the moment this warp and 
bias and, without partisanship or prejudice, make an 
honest attempt to enumerate truthfully the difficulties 
of performance, the risks involved and the benefits 
derived. 
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ever before. It can be mastered only by trial and error, 
and few medical centers provide an opportunity for 
this. The modern method of suture and closure con- 
trols hemorrhage, thus lessening the risk, and shortens 
the stay in the hospital to an average of twenty-one 
days. The surgical risk is low, the mortality being 
from 1 to 8 per cent, with an average of 3 per cent. 
The functional risk in the hands of the inexpert sur- 
geon is high. The fear of impotence, of incontinence 
and of fecal fistula is overcome only with complete 
mastery of the details of technic. The functional results 
are equal to those obtained with the suprapubic 
approach and superior in many ways to those achieved 
with transurethral resection. The greatest advantage 
of the perineal method is in the treatment of cancer, 
for it is the only method which cures cancer. It is 
the only method which permits exposure for biopsy 
when cancer is suspected, and, furthermore, its use 
in a modified form often gives a higher degree of 
relief than does any other form of treatment to the 

patient with a cancer which 
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cannot be radically removed. 
Several modifications of 
technic are in use both for 
hyperplasia and for cancer. 
The modern method for the 
treatment of hyperplasia, 
enucleation en masse, struc- 
tural repair by suture and 
closure without packs or 
drains, is an improvement 
in technic unknown and 
unappreciated by surgeons © 
who have never used it. 
The transurethral ap- 

* proach is the most popular, 

and its greatest fault lies in 
| its very popularity. The 
condihien chown in and reputed ease of perform- 
ance, the supposed safety, 
the high pressure advertis- 
ing of instrument makers 
and the enthusiastic adop- 


Fig. 8.—The difference and similarity in the way the two types of cancer may spread from the primary 


place of origin. 


The suprapubic approach is suitable for hyperplasia 
and is rarely if ever used for the removal of a median 
bar or for cancer, except unintentionally when the neo- 
plasm is concealed within hyperplasia. There are three 
chief modifications of technic, the one stage operation, 
the two stage operation and the more modern oper- 
ation, which may be in one or two stages, with repair 
by suture and closure. The difficulties of technic, 
except when closure is attempted, are not great. Failure 
to remove all the hyperplasia, which is not infrequent, 
usually arises from inexperience. The surgical risk is 
high, the mortality being from 4 to 20 per cent, with 
an average of 8 per cent. The period in the hospital 
is long, averaging from thirty to forty days, but is 
shortened considerably when the modern method of 
closure is used successfully. A_ persistent urinary 
fistula is uncommon. Structural defects also are rare. 
As a rule the functional results are both good and 
permanent. 

The perineal approach is difficult to master and should 
never be attempted unless it is mastered. The oper- 
ation, however, is performed more generally today than 


tion for trial by practicing 
urologists everywhere at first 
deceived the profession and 
the public. General practitioners and surgeons bought 
instruments and tried out their use even as an office 
procedure ; patients soon began to demand the “electri- 
cal method,” so that surgeons sometimes attempted it 
for this reason rather than for the fitness of the condi- 
tion to the method or of themselves to perform it. 
Fortunately this burst of enthusiasm for transurethral 
resection has spent itself. The method does have some 
disadvantages, and the public has paid a heavy price 
for this knowledge. Let me review it briefly. Trans- 
urethral resection requires no particular surgical train- 
ing, it is true, but it does require a high degree of 
cystoscopic skill and experience. It is neither a simple 
nor a benign procedure and can be mastered only by 
trial and error. With the procedure in the hands of 
an expert the risk of death may be 1 per cent or less, 
but the figure has reached 30 per cent or over, for 
example in some county hospitals. The average mor- 
tality throughout the country is probably about 4 per 
cent. This is no supersafety, and the figures quoted 
are of only relative value, because the various series 
of cases on which they are based are not comparable 
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to series reported by surgeons using the suprapubic or 
the perineal approach, whose statistics, however, are 
themselves comparable. Is this criticism unjust? 
Resectionists have reported several of the largest series 
on record, consisting of thousands of patients operated 
on in one decade, a number which no surgeon has 


vesiculectomy (an 


9.—Specimen after radical prostatoseminal 
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Fig. 
expected cu 
equaled in two or three decades when operating supra- 
pubically and perineally. Either there has been a 
decided increase in the incidence of enlarged prostates 
since the advent of the resectoscope, which seems 
absurd, or the large series reported by the resectionists 
include patients with median bars, isolated enlargements 
and small hyperplasias never cut with the knife by 
the surgeon. Almost all such patients are good risks, 
and when they are included in a large series the mor- 
tality should be much reduced. 

An undisputed advantage of resection is the short 
period of disability. Exclusive of the preparation by 
catheter or otherwise, often omitted nowadays, a week 
or ten days in the hospital is the average. This means 
a considerable saving of time and money. Patients who 
require more than one resection, however, as_ those 
with large prostates usually do, and patients who return 
in a few years for another resection gain little by 
avoiding operation. 

The disadvantages of resection, even when well done, 
are the frequency of a recurrence of the prostatism, the 
unsatisfactory results obtained with hyperplasia compli- 
cated by infection, with or without prostatic calculi, and 
the total absence of cure when cancer of either type is 
present. Furthermore, resection has its own functional 
risks. The journey afterward is not always smooth 
and uncomplicated. Incontinence, for example, is just 
as frequent after resection with poor workmanship as 
after unskilful removal through the perineum ; the enor- 
mous sale of penile clamps in recent years suggests that 
it is more frequent. 

No true estimate of the number of patients who have 
a return of prostatism after resection is possible at 
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present. The likelihood of return will vary with the 
thoroughness of the original removal. The experience 
of surgeons who use the suprapubic and perineal 
approach teaches that hyperplastic areas and nodules 
left behind at operation will grow and in time reach a 
size which causes obstruction. The need of complete 
removal, best secured by enucleation en masse, is the 
lesson learned by these surgeons. One is constrained 
to question the ability to resect completely enlargements 
of large size, and few resectionists have complete resec- 
tion in mind even for smaller glands; therefore a high 
rate of recurrence is inevitable. 

Infection of the prostate, particularly when there are 
stones in the gland, greatly reduces the efficiency of 
resection. Most patients, even with a channel bored 
through the hyperplastic glands which enables them to 
empty their bladders freely and completely, still carry 
the burden of urinary frequency and sepsis. In theory 
the enlarged prostate full of stones and infection is best 
treated perineally, sometimes by radical removal. A 
word is in order in this connection on the resection of 


Fig. 10.—Specimen after a partial radical operation for cancer which 
had invaded the vas deferens beyond the reach of removal. Most patients 
after this operation are comfortable urologically for the remainder of life. 


the small hyperplasia, the beginning enlargement which 
as yet causes little and variable obstruction. Patients 
with this condition were treated by massage and pallia- 
tion before, and many got along comfortably without 
ever requiring operation. The gain by resection is 
questionable so far as actual comfort and prolongation 
of life are concerned. Often resection may not have 
been needed. When the condition of early enlargement 
is complicated by infection with or without stones, this 
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infection may be the cause of symptoms which will 
disappear under treatment. Should not prophylactic 
resection, the removal of an early enlargement before 
it causes trouble, therefore be done advisedly? 

The futility of resection for cancer of the prostate 
is a real disadvantage. Untrained in perineal operations, 
the hands most skilful in transurethral resection are 


Tape 2—The Three Methods of Treatment 
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Suprapubie Perineal Transurethral 
Operation Operation Resection 
Mortality, % 

Extremes 4 to 20 1tos —1 to 30 (of only 
relative value in 
comparison) 

Average 8 3 4 

Technie Requires surgical Is difficult, re- Is difficult, requir- 


ing patience and 
eystoseopie skill; 


quiring accurate 
anatomie dis- 


training but 
not teehniecally 


difficult section surgical training 
unnecessary 
Modifications 1. One stage 1. Conservative 1. Use of diather- 


2. Two stage 2. Surgical repair myloop. 
3. Surgical repair 3. Radical removal 2. Use of cautery 
and closure 4. Partial radical punch 
removal 
Period in the From 15 to 40 From 15 to 40 From 10 to 20 
hospital, in- days days; average days; may require 
eluding prepa- 21 days two or three ses- 
ration sions, which double 
or treble the time 
Technical Hemorrhage Hemorrhage Hemorrhage 
complications Infection Infection Infection 
Urinary fistula Feeal fistula Incontinence 
Incontinence Urinary fistula 


Incontinence 


tied and helpless. Palliative resection in the late stages 
of malignant disease is the only service possible for the 
large group of patients with cancer of the prostate, and 
the little benefit derived may be short lived, recurrent 
hemorrhages and obstruction necessitating repeated 
resections until death delivers the victim from misery. 
Surgeons now know the limitations of roentgen therapy 
and of the use of radium and that cure is assured only 
by radical removal. Unattainable as radical removal is 
for surgeons not trained to do it, there is no need for 
an early diagnosis of cancer. To such practitioners of 
urology, palliative measures as their need arises are 
just as satisfactory as the radical method, of which they 
have heard but have no first hand knowledge. They 
believe that early diagnosis is so rare and a cure so 
infrequent as hardly to be worth considering. Is this 
reasoning valid? Is this a sound argument? 

The truth of the matter remains that likelihood of 
recurrence, poor results when infections and calculi 
coexist and total unfitness for the cure of cancer form 
objections to the method of resection aside from all 
slips and mishaps of technic. 

The attributes of the three methods of treatment are 
summarized in table 2. 


CHOICE OF METHOD 


Obviously the query in the minds of nonparticipants 
cannot be answered satisfactorily at present. Knowl- 
edge of the marked differences in the three common 
conditions causing prostatism and of the chief attributes 
of the three methods of treatment is common. The 
picture of truth envisioned out of this knowledge by 
each individual will be colored by his particular bent 
of mind. Persons of a mind with me see logic in the 
choice of method to suit conditions and, since the facts 
fail to establish the adequacy of one method for treat- 
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ing the three types, lack of logic in fitting one method 
to all conditions. Deserting practice for theory, one 
would make the choice somewhat according to table 3. 


CONCLUSION 


Presupposing skilful performance, in theory the 
transurethral method is most suitable for fibrous and 
glandular bars and for certain of the smaller hyper- 
plasias producing prostatism. The perineal method, 
with its low risk and absence of recurrence, is preferable 
for larger glands, many of which harbor cancer. Its 
more general use on suspicion will increase the number 
of early diagnoses and cures of cancer. The supra- 
pubic method carries the greatest surgical risk and is 
applicable only to benign enlargements. On the other 
hand, in practice the suprapubic method is easiest to 
learn and carries much less risk of functional disaster 
if the patient survives. The perineal method, while 
safe surgically, is highly technical and difficult to per- 
form and is followed in fear of the sphincter and dread 
of the rectum because injury of either means odium to 
the surgeon and misery to the patient. Such injury, 
however, has been exaggerated. Both rectum and 
sphincter at rare need can be repaired, and need of 
perineal repair has not been infrequent for certain 
transurethral mishaps. This so-called nonsurgical 


TasBLe 3.—Suitability of the Methods, When Skilfully 
Performed, to the Conditions 


1, Supra- 3. Trans- 
Clinical Condition pubic 2. Perineal urethral 
(a) Complicated (stone — infee- an ++ 
tion) (partial radical) 


B. Hyperplasia 
(a) Lsolated lobes (ball valve in + + 
type and usually grouped 
with median bars) 
(b) Small 
1. Causing little if any trouble (The majority are much better off 
if left alone) 
2. With prostatism........... + + 


+++ 
(if complete) 


+++ 
(if complete) 
3. Complicated (stone—infee- 
tion) if it does not respond 
to ordinary treatment 


++ 
(partial radical) 


(c) Medium and large............ ++ +++ +* 
C. Cancer 
(a) Common form 
1. Early (curable)............. +++ 
(radical) 


2. Late (incurable) 


. (a) Without prostatism.... (x-rays and radium) 


(b) With prostatism....... +t +++ + 
(partial (palliative 
radical) temporarily) 

(b) Uncommon form 
1. Early (eoncealed in hyper- ++ +++ . 
plasia) 
2. Late (same as common + +++ + 
cancer with prostatism) (partial (palliative 
radical) temporarily) 


* May fail to remove cancer concealed in hyperplasia if incomplete. 


method requires a prolonged apprenticeship of trial and 
error before mastery. It is not always curative even 
for median bars. Sometimes infection persists. Some 
patients dribble afterward, and some complain of an 
ejaculatory backfire. Against the questionable element 


of safety and the saving of time in its favor as a 


method of treatment for hyperplasia must be set the 
disadvantage of recurrence and the poor results with 
complicating infections, and as a method of cure of 
cancer it is futile. 
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Tue Covuncit on PuysicaL THERAPY HAS AUTHORIZED PUBLICATION 
OF THE FOLLOWING REPORT, Howarp A. Carrer, Secretary. 


COLLWIL INTERMITTENT VENOUS 
OCCLUSION APPARATUS 
ACCEPTABLE 
Manufacturer: U. M. A., Inc., 111 Greene Street, New York. 
The Collwil (Collens-Wilensky) Intermittent Venous Occlu- 
sion Apparatus is designed for the treatment of peripheral 
vascular diseases of the extremities. A pneumatic cuff is applied 
to the proximal part of the extremity, supplying intermittent 

interruptions to the venous return. 

The appliance consists of a motor driven pump which supplies 
air to a pneumatic cuff. Compression is regulated by a pres- 
sure measuring indicator. Any desired variable pressure of 
from 20 to 110 mm. of mercury is imposed on the proximal 
portion of the diseased extremity and restricts the return of 
venous blood. It is claimed that sufficient pressure is applied 
to constrict veins but not enough to interfere with arterial 
filling. 

A suitable timing mechanism is incorporated in the device, 
which maintains a pressure for a given period of minutes, after 
which a release valve, actuated electrically, causes an automatic 
deflation of the cuff. It is claimed that during the release period 
an increased arterial flow through the extremities occurs as a 
reactive hyperemia, giving rise 
to the following effects in the 
treatment of organic peripheral 
vascular obstruction, for exam- 
ple: (1) relief of pain, (2) in- 
crease of skin temperature of the 
extremity, and (3) increase in 
vascularity, permitting amputa- 
tion at lower levels. 

In the opinion of the Council, 
this device is comparable in 
effect to other passive vascular 
exercise units already accepted. 
Some of the indications for the 
use of this apparatus appear to 
be acute vascular occlusion, frost 
bite, vascular diseases with major involvement of the large blood 
vessels and thrombo-angiitis obliterans without extreme capillary 
stasis. Contraindications appear to be thrombophlebitis, cellulitis 
or lymphangitis (acute or subacute); extensive destruction of 
the arteriolar or capillary vessels; advanced thrombo-angiitis 
obliterans with capillary stasis, and venous thrombosis. 

The results of the investigation conducted by the Council 
appeared to substantiate the foregoing indications and contra- 
indications. In the opinion of the Council, the performance of 
this unit is satisfactory from a mechanical standpoint. The 
duration and the amount of pressure are controlled automatically 
and may be adjusted to the requirements of the individual 
patient. During three months of constant use the machine did 
not require any repair or adjustment. 

From the physiologic standpoint, the production of the inter- 
mittent venous hyperemia to increase peripheral circulation 
seems sound and tests performed indicate that both surface 
temperatures and the oscillometric curves increase after the 
application of this method. During venous occlusion there is a 
filling and stretching of the venocapillary bed, while during 
release a reactive hyperemia takes place, bringing about vaso- 
dilatation. There is, however, no provision made in this type 
of treatment to empty the vascular bed effectively and for this 
reason a certain amount of continuous venous stasis exists. 

In the opinion of the Council, this device has a limited thera- 
peutic usefulness and the Council reiterates that this is only a 


Collwil Intermittent Venous 
Occlusion Apparatus. 


form of physical therapy to be used in conjunction with other. 


methods of treatment in peripheral vascular diseases. 

In view of the foregoing report, the Council voted to accept 
the Collwit (Collens-Wilensky) Intermittent Venous Occlusion 
Apparatus for inclusion in its list of accepted devices. 
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Council on Pharmacy and Chemistry 


REPORT OF THE COUNCIL 


Tue COUNCIL HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
REPORT. Paut Nicuotas Leecn, Secretary. 


PRESENT STATUS OF PICROTOXIN 
IN POISONING BY THE 
BARBITURATES 


During the past seven years reports have accumulated in the 
literature concerning the use of picrotoxin as an antidote to 
poisoning by the barbiturates. Attention was first called to this 
matter in a study by Maloney, Fitch and Tatum! in 1931. This 
and subsequent reports have established the fact that animals 
survive otherwise fatal doses of the various barbiturates when 
treated with picrotoxin.? Linegar, Dille and Koppanyi,® by the 
use of divided doses of barbiturates, secured recovery from as 
much as four times the fatal dose of barbital sodium by treat- 
ment with picrotoxin. It appears that picrotoxin is not as 
efficacious in the case of some of the barbiturates as in that of 
others. The doses of picrotoxin required in this treatment are 
many times those which are fatal in the normal animal. Never- 
theless, no structural or functional damage appears to have 
resulted from this treatment in animals. 

The details of events in the course of animal experiments 
show that it is necessary to poison the animal with picrotoxin 
in order to elicit the antagonism. What results when the two 
drugs are given together is not a direct reversal of the 
depressed state but a combined form of poisoning by picro- 
toxin and the barbiturate with a mixture of depression and 
stimulation, ‘from which within a given range of doses the 
animal ultimately recovers. Rapid restoration of consciousness 
by the picrotoxin is not possible except during mild barbiturate 
depression. During severe poisoning, even doses of picrotoxin 
that induce convulsions fail to reestablish consciousness directly, 
although in the end the recovery from the barbiturate appears 
to be faster than without picrotoxin.® Picrotoxin raises the 
oxygen consumption (rat) which has been depressed by the 
barbiturate, although Krantz, Carr and Beck® have shown 
that this is not the direct mechanism by which the depression 
of the nerve centers is abolished. The picrotoxin appears to 
exert its influence against barbiturate depression partly by 
cortical stimulation but chiefly by stimulation of medullary 
centers assisting in the maintenance of adequate respiration 
and circulation.? 

Sporadic attempts have been made to treat human beings 
with barbiturate poisoning by means of picrotoxin. Six reports 
dealing with this subject were available for this report; these 
describe twenty-seven cases of barbiturate poisoning in some 
detail. Very large doses of picrotoxin were used. Roven- 
stine § administered total amounts of from 60 to 1,820 mg. 
(about 1 to 30 grains) during the course of treatment in 
different cases in which recovery occurred. These doses, it is 
indicated, produce signs of stimulation—muscle twitching, con- 
vulsive movements and increased respiration—but in severe 
poisoning, even after convulsive doses, consciousness remains 
in abeyance for several hours, 
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In all these reports the authors have expressed the belief 
that treatment by picrotoxin was responsible for the fact that 
the patients did not take longer to recover or that they recov- 
ered at all. It is well known that strictly comparable controls 
are difficult to obtain in clinical poisoning because of the great 
diversity of factors over which, under the conditions of human 
poisoning, there can be no control. Nevertheless, it is possible 
to compare the course of events in a series of treated with 
untreated cases at a sufficient number of points to obtain 
reasonable support for inference. The most direct objective 


Nonfatal Cases of Barbiturate Poisoning Treated with 
Picrotoxin Compared with Controls : 


Interval Between 
Taking Drug 


Dose and Regaining 
(Grains) Consciousness 
Piero- Picro- 
toxin Control toxin Control 
Barbiturate Cases Cases Cases Cases Author 
Barbital and Kohn, Platt and 
pentobarbital 105 Saltman 
Barbital sodium ...... 270 parse 5days Changand Tainter’ 
Amytal 24 hrs Kline, Bigg and 
Whitney 


Amytal sodium 114 43 hrs.  ........ Rovenstine * 


Rovenstine 
Amytal sodium 42 brs.+ ........ Rovenstine 
Amytal sodium 48 hrs. Lundy 
(vein) 
Amytal Shrs. Communication to 
author !* 
Amytal sodium Lundy 2° 
Dial 115 >. Rovenstine 
Dial (cases) Leschke 18 
Phenobarbital 75 5 Rovenstine § 
Phenobarbital 79 Rovenstine § 
and amytal ? 
Phenobarbital 90 Rovenstine § 
Phenobarbital 75 15-39 hrs. ....... Rovenstine * 
sodium 
Phenobarbital 59-135 brs.? ........ Cohen and Kohn ® 
and amytal 184 
Phenobarbital ? ? © Kohn, Platt and 
Saltman 
Phenobarbital 7days Direktorowitsch ® 
Pentobarbital 72 41 hrs Rovenstine 8 
sot 
sodium and 
sodium Salt 
Pentobarbital 9” 8 
sodium and gin 
Sedormid 40; 120 32 hrs.+ Wood ” 
Pentothal* 3.8 (vein) Wood 
Veronal | Sihrs. Purves, Stewart 
Ipral 15 and Willeox 
Allonal {patient 1: 


Quadronox} 


* Depression in this case was never severe and possibility of a 
“psychic affair’? was considered by the author. 


indications concerning the clinical value of the antidote in 
cases of barbiturate poisoning should be supplied by a com- 
parison of (1) the doses of the barbiturates, (2) the severity 
of the symptoms of poisoning, (3) the speed of recovery and 
(4) the mortality rates. 

It would indicate that the antidote was effective if several 
subjects recovered from doses of barbiturates which exceeded 
considerably the largest doses known to have been survived 
without picrotoxin, if the symptoms of barbiturate poisoning 
in the treated cases that recovered were of such kind or sever- 
ity as are seen only in otherwise fatal cases, if the duration 
of the poisoning was considerably shorter in the treated cases 
or if the mortality rate from barbiturate poisoning began to 
fall off since the use of picrotoxin has been popularized. 

The twenty-seven cases of barbiturate poisoning treated with 
picrotoxin have been analyzed with the foregoing points in 
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view. Among these there were five deaths: one after 500 
grains (32 Gm.) of barbital and in one after an unknown 
dose of phenobarbital; in two cases neither the dose nor the 
kind of barbiturate was known. The fifth fatal case (possibly 
due to hemorrhage and surgical shock) was that of a patient 
who received 3 grains (0.2 Gm.) of nembutal (pentobarbital 
sodium) in the evening without untoward effects, and 11% grains 
(0.1 Gm.) the following morning shortly before an operation 
with general anesthesia. There was marked delay in regain- 
ing consci ss and picrotoxin appeared to have influenced 
temporarily the degree of depression, but there seems to be 
no apparent reason for considering this case of barbiturate 
poisoning. There remain, therefore, twenty-two cases in which 
recovery occurred from barbiturate poisoning during the use 
of picrotoxin. The essential facts are summarized in the 
accompanying table.® 


DOSES 


The doses of the barbiturate from which these patients 
recovered were very large; amytal sodium from 90 to 144 
grains (6 to 9 Gm.); phenobarbital or its sodium salt, from 
75 to 90 grains (5 to 6 Gm.); barbital, about 120 grains 
(8 Gm.) ; pentobarbital or its sodium salt, from 60 to 90 grains; 
dial, 115 grains (7.4 Gm.); pentothal sodium (sodium ethyl 
[1 methyl butyl] thiobarbiturate) intravenously, 3.8 grains 
(0.25 Gm.). These doses (except that of pentothal) are con- 
siderably larger than the average ones known to prove fatal 
in barbiturate poisoning. The dividing line between fatal and 
nonfatal doses of barbiturates in human poisoning is, however, 
too broad to be of use in judging the dose in individual cases. 
Since this group of picrotoxin-treated patients is composed of 
isolated instances of recovery trom very large doses, it 
seemed more appropriate to compare their doses with the 
very large doses from which patients have recovered without 
picrotoxin (see table), The study of the literature has not 
been exhaustive, but a sufficient number of cases of severe 
poisoning with large doses of barbiturates has been found to 
serve the purpose. While it is not possible to match treated 
cases with identical cases in the group not treated with picro- 
toxin, the data presented in the table suffice to indicate that 
patients may recover, with the prevailing forms of suppor- 
tive treatment, from doses of barbiturates within the general 
range of those in which picrotoxin was held responsible for 
the survival. 

Some of the individual cases merit special consideration. 
Lundy 1° gave as much as 50 mg. of sodium amytal per kilo- 
gram of body weight by intravenous injection for surgical 
anesthesia. He cited one case in which a total dose of 45 
grains (44 mg. per kilogram) was given in this way without 
untoward effects, the patient regaining consciousness on the 
third day. He cited another case in which a child received 
50 mg. per kilogram intravenously and had recovered suffi- 
ciently to be able to speak twelve hours later. Lundy classes 
doses as high as 100 grains (6.5 Gm.) of sodium amytal by 
intravenous injection as those from which patients may occa- 
sionally recover (prefatal). Kline, Bigg and Whitney,!! on 
the other hand, treated a patient as having amytal poisoning 
when he consumed 45 grains (3 Gm.) of amytal and consid- 
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ered that picrotoxin had played an important role in speeding 
up the recovery, although from the details of the account it 
appears that it took about twenty-four hours from the time 
the drug was taken for the patient to regain consciousness. 
The largest amount of barbiturate from which a patient recov- 
ered was in the case of Purves-Stewart and Willcox !2 in the 
control group. This patient (see the table) consumed the 
equivalent of more than 700 grains (45 Gm.) of barbital and 
after profound depression recovered in about three and one- 
half days. Reference has already been made to a case reported 
by Rovenstine® in which the patient died on the eighth day 
after 500 grains of barbital sodium, although he was treated 
vigorously with picrotoxin, receiving a total of 2,134 mg. 


SYMPTOMS OF POISONING 


In judging the value of picrotoxin, authors have placed 
considerable emphasis on the severity of the symptoms of 
poisoning at the time the treatment was started. There appears 
to be, however, no single symptom or combination of symp- 
toms short of circulatory or respiratory paralysis, which, in 
barbiturate poisoning, would indicate a fatal outcome with 
certainty. The accounts of the symptoms and signs in the 
picrotoxin-treated cases are indistinguishable from those in the 
control group. In animal experiments, average fatal doses of 
barbiturates cause deep narcosis, loss of all reflexes, fall or rise 
in temperature and extreme grades of vascular and respiratory 
depression; among these, two animals in which these symp- 
toms may be entirely indistinguishable may take opposing 
courses, the one going on to recovery and the other to death. 
The same applies to human cases. Profound respiratory 
depression, cyanosis, extremely low blood pressure and pul- 
monary edema have been stressed in some of the clinical cases 
as indications that the outcome would have been fatal had 
it not been for the picrotoxin. Hering !* in 1922 reported a 
case of poisoning with 75 grains (5 Gm.) of phenobarbital in 
which there was deep narcosis with loss of reflexes, miosis, 
cardiac weakness, fall of blood pressure, hypothermia and 
Cheyne-Stokes respiration. Treated with stimulants (kind not 
stated), warmth and atropine, the patient made an uneventful 
recovery and was discharged from the hospital within twenty- 
four hours. Some of the most menacing circulatory and 
respiratory symptoms (cyanosis, pulmonary edema) in barbit- 
urate poisoning are due in part to mechanical obstruction to 
respiration by mucus or the relaxed tongue. Attention to 
these factors and artificial respiration may bring about a 
reversal of the trend in what at first seems like a hopeless 
case, Such was the situation in one of the cases !4 in the 
table in which the patient had regained consciousness eight 
hours after 86 grains (5.6 Gm.) of amytal had been taken, 
although no picrotoxin or other powerful stimulants had been 
used. Such treatment has also been applied in the cases in 
which picrotoxin was employed. 


SPEED OF RECOVERY 


Bleckwenn, Masten and Tatum?® reported that they had 
made controlled observations in several clinical cases of bar- 
biturate poisoning, from which they concluded that picrotoxin 
is more effective than other drugs in accelerating recovery 
from hypnosis and narcosis. The details are not given in the 
report. In Rovenstine’s® report from three to forty-eight 
hours elapsed after the picrotoxin treatment was started before 
the patients regained consciousness, and treatment was con- 
tinued for from three to six days. The case reports (see 
table) were examined for data concerning the duration of nar- 
cosis considered as the interval between the time the drug 
was taken and the time consciousness was restored. I: the 
picrotoxin-treated cases, by and large, the approximate interval 
of unconsciousness ranged from seven hours to six days; in 
the controls from eight hours to seven days. The control cases 
were selected for the largest doses of barbiturate rather than 
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for the shortest duration of unconsciousness, and it is not 
improbable that instances with shorter periods of unconscious- 
ness in untreated cases exist. It is not necessary to point out 
here the shortcomings of the data which are being compared, 
since they apply to most problems of clinical poisoning and 
are well known. The data are presented for what they 
are worth. Although suggestive instances may be seen, evi- 
dence of a conspicuous increase in the speed of recovery in 
the picrotoxin-treated cases does not emerge from a compari- 
son of picrotoxin-treated cases with comparable control cases 
of very severe barbiturate poisoning. 


MORTALITY RATE 


The mortality rate in barbiturate poisoning varies greatly. 
Leschke 1® states that among 131 cases of phenobarbital poi- 
soning in one series there were ten deaths (about 7.6 per cent), 
and that for barbital poisoning the mortality reached about 
25 per cent. Among the twenty-six cases (excluding the fifth 
fatal case already discussed) of barbiturate poisoning treated 
with picrotoxin, there were four deaths (15.4 per cent), The 
numbers are not sufficient for final conclusions regarding the 
effect of picrotoxin on the mortality rate. This is all there 
is, however, and as far as it goes the mortality rate does not 
appear to have been strongly influenced. One author ® stated 
he had treated more than thirty-four patients in over two 
years but did not present a comparison of the mortality in his 
group with that of the experience in the same hospital prior 
to the use of picrotoxin. A more satisfactory comparison of 
mortality rates cannot be made at this time, although it appears 
that in the five-year period in which picrotoxin has been used, 
a sufficient number of patients have been treated to provide a 
better indication of the trend. 


COMMENT 


As matters stand, there seems to be no room for doubt that 
picrotoxin causes signs of stimulation in human cases of severe 
barbiturate poisoning. Although there are indications that 
picrotoxin may enable a patient to survive during barbiturate 
poisoning that might result fatally with the customary sup- 
portive treatment alone, proof that this is so cannot yet be 
said to have been supplied by the prevailing reports. In the 
literature there are cases of barbiturate poisoning in which 
picrotoxin was not used, which are comparable to the picro- 
toxin-treated cases with respect to the dose of the barbiturate, 
the severity of the poisoning, the duration of unconsciousness 
and the mortality rate. An analysis of the objective factors 
by which treated and control cases can be compared reveals, 
therefore, no conspicuous advantage in the picrotoxin treat- 
ment. However, the experimental basis for the efficacy of 
picrotoxin in barbiturate poisoning is fairly strong, and since 
the objective criteria are not adequate for a final conclusion, 
the favorable impressions obtained by various authors in indi- 
vidual cases merit consideration, The cautious use of picro- 
toxin in barbiturate poisoning would, therefore, seem justifiable 
in cases which can be carefully studied, with the view that 
they may supply sufficient accurate data from which the proper 
place of picrotoxin as an antidote may be established. In 
addition to the customary supportive measures, the general 
practice is to use doses of from 1 to 10 mg. of picrotoxin 
by intramuscular or intravenous injection at intervals of from 
one to thirty minutes until signs of stimulation occur, and to 
maintain this state by appropriate repetition of similar or 
smaller doses as long as indicated by the state of depression. 
Not enough is known to establish a routine technic. Each 
case requires expert supervision and critical evaluation of signs 
and symptoms during the course of the treatment, as well as 
continuous observation over periods of many hours or days. 
The pharmacology of the very large doses of picrotoxin, such 
as are used in this treatment, is for the most part unexplored, 
such as the rate and mode of elimination, side effects and the 
influence of disease on its toxicity. There still remains much 
to be learned, therefore, regarding the behavior of picrotoxin 
before it can be used with assurance of safety in the liberal 
doses that appear to be necessary. 
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SENILE OSTEOPOROSIS 

Protracted mineral starvation may well be the princi- 
pal cause of disability associated with the general 
osteoporosis commonly present in elderly persons. The 
basic dietary requirements for minerals of infants, and 
to a slightly lesser degree of older children and ado- 
lescents, have been established with reasonable accu- 
racy. Little scientific interest has been shown in the 
problem of vitamin or mineral nutrition for the adult. 
The theory that protracted deficiencies in basic nutrition 
resulting from poor dietary habits may impair the 
health of the adult and contribute to the factors which 
produce disabilities commonly attributed to “old age” 
has rarely been postulated. Orthopedic surgeons have 
long been aware that many older patients show extreme 
degrees of demineralization of the skeleton, as demon- 
strated by the roentgenogram. Many adults develop 
this osteoporosis before they are 50 years of age. A 
still higher percentage show this skeletal deficiency by 
or before the age of 60 years. Symptoms produced by 
moderately advanced generalized osteoporosis may be 
so indefinite that the skeletal demineralization is 
unrecognized as a cause of the patient’s lack of vigor 
or premature senescence. Ghormley, Sutherland and 
Pollock * indicated recently that an increased number 
of patients are entering the clinics of the country with 
severe disability produced by pathologic fractures of 
vertebral bodies which, weakened by the loss of their 
lime salts, were not able to withstand the stresses and 
strains of the ordinary day’s activity. 

Gradual demineralization of the skeleton over a 
period of many years may result in pathologic changes 
in the kidneys or other vital organs and hence affect 
unfavorably the general health of the patient. It is 
sometimes forgotten that the bones are alive, that there 
is a constant interchange of the mineral salts in the 
bones of all living vertebrates. Generalized osteo- 
porosis in the adult can be explained only on a basis 
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of chronic or intermittent negative mineral balance 
over a period of many years. 

Maxwell’ has shown that acute calcium-vitamin D 
starvation in the adult is the etiologic factor in osteo- 
malacia. Generalized osteoporosis, which produces 
varying degrees of disability in the aged, may therefore 
well be merely a chronic, insidious and often subclinical 
form of osteomalacia. Some evidence has been offered 
which indicates that adults who live in civilized coun- 
tries and who eat foods that are specially prepared and 
refined yay not have in their diet the basic require- 
ments of calcium or of vitamin D. 

Among the possible explanations of what appears to 
be a population-wide progressive demineralization with- 
out the appearances of a true osteomalacia are first, 
and most likely, an inadequate amount of calcium in 
the diet of the average adult. Bernheim* has con- 
tributed evidence to show that the average adult 
requires about 0.7 Gm. of calcium in the diet daily 
in order to maintain the mineral balance and she has 
further indicated that the diet of civilized persons con- 
stantly or intermittently lacks that amount of this 
mineral. Second, the diet of some adults does not 
contain a sufficient amount of vitamin D to make 
available most effectively the calcium salts that are 
present in the food intake. Third, as the patient grows 
older his ability to absorb mineral salts from the 
intestinal tract becomes less. This increasing tendency 
to reject these lime salts may be due to the previously 
mentioned deficiency of vitamin D in the diet. 

Bussabarger, Freeman and Ivy* have shown the 
great importance of the gastric function in promoting 
normal mineral metabolism. They demonstrated gross 
skeletal deficiencies in puppies following gastric resec- 
tion. A gradual decrease in the hydrochloric acid con- 
tent of the gastric juices of older persons may result 
in poor absorption of calcium salts and hence constitute 
one factor in the production of generalized osteoporosis. 

The problem of adult nutrition is a challenge to phy- 
sicians and nutritionists. Complete studies of mineral 
metabolism should be made on normal or average per- 
sons in different age groups. Such studies may reveal 
that any one of three or more conditions, or a combi- 
nation of all these factors, in addition to the known 
effect of endocrine dysfunctions, may be responsible for 
the protracted or intermittent negative phosphorus- 
calcium balance leading to skeletal demineralization. 
Varying degrees of morbidity which we have been 
accustomed to accept as an inevitable accompaniment of 
advancing years and have made too little effort to 
understand or prevent may thus be explained. 
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“WE ARE ADVERTISED BY OUR 
LOVING FRIENDS” 

The illegitimate, unethical and peculiar forces which 
have been arrayed against the advancement of scientific 
medicine fora quarter of a century seem suddenly to 
have felt a new stimulus. Like a snarling, vagrant 
yapping pack at the heels of some great mastiff they 
cry today to the public the wails of their envy and their 
discontent. This they believe is their long awaited 
opportunity to destroy the American Medical Asso- 
ciation, Almost since the day when the propaganda 
leading to the indictment of the Association began to 
appear, the radio, the mails and the commercialized 
press have occasionally carried this material. Now 
comes an editorial by Bernarr Macfadden, publisher of 
Liberty, in the current issue of that publication. Says 
Mr. Macfadden, ‘“doctors—whether they be allopaths, 
homeopaths or any other kind of ‘paths’—after having 
spent from six to ten years studying their profession, 
should be guaranteed a decent living by the government. 
Capable doctors of all kinds should be paid by the gov- 
ernment.” Indeed, he proposes a competition between 
all sorts of peculiar healers with regular physicians, each 
having certain sections of the community assigned to 
them, the mortality and health records of such communi- 
ties being compared year by year and prizes being offered 
to the quacks who develop the best records. Moreover, 
Mr. Macfadden feels that many of the measures for 
the care of disease which he has promoted in the past 
have not had a suitable trial. He wants to cure syphilis 
by fasting followed by an exclusive milk diet. He 
wants to cure gonorrhea with water treatments. Ile 
wants to replace drugs with artificial fever and appar- 
ently thinks an exclusive grape diet will cure cancer. 

Perhaps some of the forces within the practice of 
medicine who have been doing their utmost to disrupt 
medical organization in recent years will welcome this 
ally to their cause. Yet if this is not sufficient we 
offer Dr. John R. Brinkley, once of Kansas, now of 
Arkansas, whose suave tones pervade the midnight 
atmosphere, reviling the American Medical Association 
and welcoming with glee the attacks that are being 
made on it, for it has hindered him in his exploits. 

And if Dr. Brinkley is not sufficient there is 
Mr. Norman Baker, who also pollutes the nocturnal 
air. And if Mr. Baker is insufficient, there is the 
Medical Section of the Communist Party, which recently 
issued a manifesto in Philadelphia urging all com- 
munists to support the Committee of 430 and to demand 
salaries for all physicians who have given freely of their 
service in the past to public institutions and for the care 
of the indigent sick. Then comes the Vest Coast Drug- 
gist, hailing with happiness the ‘experiments recently 
announced by the Vicks Company, which studied the 
effects of Va-tro-nol and Vapo-Rub (as reported else- 
where in this issue) on 17,357 volunteers, of whom 
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several thousand were school children—and “without 
the sanction of the American Medical Association.” 

It is a strange assemblage of allies that the times 
have developed. There is evidence that Henry J. 
Schireson, plastic surgeon, once of Chicago, is giving 
aid and comfort to Mr. Morris A. Bealle, editor of 
Plain Talk and now promoter of a scandalous volume 
entitled “Medical Mussolini.” 

As the campfires are lighted appear the tents of the 
makers of innumerable nostrums and panaceas, of 
many cosmetics promoted with false and fraudulent 
claims, of strange glandular mixtures and vitamin cap- 
sules—all united to batter at the walls within which 
honest medicine has been reared and nurtured. Now 
the American people can observe the nature of those 
who are endeavoring to disrupt, destroy and ruin the 
standards of scientific medicine. Under a free Ameri- 
can government our profession has reached a_ peak 
never before reached in any other country—a_ peak 
which scientific medicine proudly inhabits and which it 
will defend to its utmost. In the end, science and truth 
and honesty and ethics must prevail. 


CLINICAL LABORATORIES AND THE 
AMERICAN CHEMICAL SOCIETY 

In the Organization Section of THe JouRNAL this 
week is an abstract together with some comments 
on a broadside from the American Chemical Society 
relative to the work of clinical laboratories. This ill 
tempered pronunciamento has furnished the public with 
the unedifying spectacle of one professional society of 
high standing accusing another body of attempting to 
procure a monopoly. Since the question concerns what 
is principally a commercial problem ancillary to the 
practice of medicine, no one involved—either accuser or 
accused—can benefit in the eyes of the public by the 
methods employed in the attack. 

In essence, the American Chemical Society maintains 
that the American Medical Association is attempting to 
obtain a monopoly in the field of diagnostic laboratory 
work by approving only those clinical laboratories 
which are directed by one holding an M.D. degree 
and by urging physicians to patronize only such labora- 
tories. ‘There is no allegation that the American 
Medical Association discourages the employment of 
qualified chemists, bacteriologists and others in some 
of the work of those laboratories. The complaint and 
the charge of monopoly by this society rest on the 
alleged advice given by the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion that the directors of laboratories doing tests for 
practicing physicians, involving as they must clinical 
diagnosis, should be physicians especially qualified in 
this field, and that therefore chemists would be dis- 
couraged from forming and directing such laboratories. 
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The interest of the American Medical Association in 
clinical laboratories as such is based on the desire that 
patients, through their physicians, receive the best and 
most authoritative supplementary diagnostic assistance 
which the clinical laboratory can supply. In this it is 
well recognized that only one well trained and qualified 
in chemistry can suitably carry through certain tests 
now frequently required of the clinical laboratory 
although no standards for chemists doing this work 
have been devised or enforced by the Chemical Society. 
A similar situation exists with regard to other special 
tests often required of such laboratories. In the pursuit 
of this problem and in its role as adviser, the Council 
on Medical Education and Hospitals found it necessary 
to discontinue approving clinical laboratories principally 
because the personnel and often the location changed 
too rapidly. It was therefore felt that the interests 
of the profession in this respect could be best served 
by approving the qualifications of clinical pathologists 
engaged in this type of work. Such qualifications were 
less likely to be suddenly changed and such action lay 
in a field more immediately related to the other activ- 
ities of the American Medical Association. None of 
these reasons for the position of the American Medical 
Association in this matter were referred to in the 
broadside that was released by the American Chemical 
Society. 

The true nature of the problem is important and 
should receive more detailed study. The first pre- 
requisite would seem to be a definition of the term 
clinical laboratory. Further, it will be necessary to 
determine exactly how far an independent laboratory 
worker is acting as a consultant in clinical practice. The 
part which the clinical laboratory plays in suggesting 
diagnosis, prognosis or treatment must determine the 
decision whether or not the laboratory is actually 
engaged in the practice of medicine and must therefore 
be under the direct supervision of one who is licensed 
so to practice. Certainly no one can deny that many 
such institutions do actually function in this manner. 
Thus it is claimed by the State Board of Medical 
Education and Licensure of the Commonwealth of 
Pennsylvania (and this seems undoubtedly to have been 
the precipitating factor in the action of the American 
Chemical Society) that clinical laboratories in that state 
were actually engaged in a phase of the practice of 
medicine and therefore could legally be directed 
only by a licensed physician. If the law in Pennsyl- 
Vania is unwise or its interpretation is mistaken, cor- 
rection should be made. The controversy between the 
State Board of Medical Education and Licensure 
of the Commonwealth of Pennsylvania and the 
American Chemical Society served no doubt as the 
precipitating factor in this attempt of the American 
Chemical Society to becloud the issue by attack- 
ing the American Medical Association and_ shrieking 
“Monopoly.” 
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BLOOD PLATELETS IN ALLERGY 


In a preliminary study recently reported by Thi- 
berge,' blood platelet counts were made on twenty-seven 
patients with various types of allergic disorders both 
during an attack and in convalescence. In the five cases 
of hay fever there was an average rise in the platelet 
count of 55,600 after subsidence of the attack, in the 
fifteen cases of asthma there was an average rise of 
about 17,000 in the platelet count and, in the three cases 
which failed to show a rise, one was complicated with 
sinusitis and two with tuberculosis. The platelet counts 
in the six cases of cutaneous allergy during and after 
an attack were, however, variable. The author reaches 
the tentative conclusion that improvement in uncom- 
plicated asthma and hay fever is always indicated by 
a rise in the number of platelets. 


MITOTIC RHYTHM IN HUMAN TISSUES 


The rate of cell division in normal human tissues 
shows a well defined diurnal rhythm, which presumably 
has a bearing on numerous clinical phenomena. 
Botanists have long recognized that the rate of normal 
cell division undergoes rhythmic variations in plants." 
A similar rhythm has been recently demonstrated in 
the thyroid glands and other internal tissues of smaller 
laboratory animals.?- In order to determine whether 
or not the same rhythm exists in human tissues, 
Cooper and Schiff, of the Barnard Free Skin and 
Cancer Hospital, St. Louis, studied the skins of eight- 
day infants removed at routine circumcision. The 
specimens were obtained at various hours throughout 
the day and night and were placed immediately in 1 per 
cent acetic acid. After twenty-four hour maceration in 
this fluid it was possible to separate completely the layer 
of epidermis from the underlying dermis. These epi- 
dermal specimens were stained with hematoxylin, 
dehydrated, cleared, mounted and studied under the 
oil immersion lens. Five thousand epidermal cells were 
counted in each specimen and the number of mitotic 
figures recorded. In six specimens removed between 
7: 30 and 10: 30 a. m. the number of mitotic cells varied 
from seven to sixteen per specimen, an average of 
twelve mitotic figures to 5,000 cells. In six night 
circumcisions (8:45 p. m. to 12:45 a. m.) the mitotic 
number varied from twenty-three to thirty-five per 
specimen, an average of twenty-seven mitotic cells in 
5,000. The average night rate of epidermal cell divi- 
sion therefore is 2.25 times the forenoon average in 
eight day infants. Whether or not a similar rhythmic 
periodicity of proliferation is shown by cancer cells is 
now under investigation, as well as a study of the effects 
of various hormones and therapeutic agents on both 
rate and rhythm. 
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ORGANIZATION SECTION 


AMERICAN MEDICAL ASSOCIATION COMMITTEE CONFERS WITH 
INTERDEPARTMENTAL COMMITTEE AND THE PRESIDENT 


On Sunday January 15 the special committee of the 
House of Delegates of the American Medical Associa- 
tion conferred in Washington with the Interdepart- 
mental Committee to Coordinate the Health and Welfare 
Activities of the United States Government. Those 
present included Drs. Vest, Carey, Donaldson, Luce, 
Rankin, Sondern, West and Abell, with the addition of 
Dr. Woodward. The Interdepartmental Committee 
was represented by Chairman Josephine Roche, Mr. 
Altmeyer, Dr. Parran, Mr. Perrott and the members of 
the Technical Committee on Medical Care, Drs. Martha 
Elliott, J. W. Mountin and C. E. Waller and Messrs. 
I. S. Falk and G. H. J. Perrott. Opportunity was 
given for extended discussion of the various recom- 
mendations in the National Health Program. The 
committee representing the American Medical Associa- 


tion presented the point of view of the House of Dele- 
gates. It was apparent that the Technical Committee 
had not receded in its attitude in favor of compulsory 
sickness insurance. 

On Monday January 16 the special committee of the 
House of Delegates, together with Miss Roche and Dr. 
Parran, were received by the President. Dr. Abell 
briefly stated the attitude of the American Medical 
Association and repeated the offer that had been made 
by the American Medical Association to aid in working 
out the problem. 

Obviously the conferences with the Interdepart- 
mental Committee in nowise changed its attitude. Its 
report, as sent to Congress by the President, is in all 
particulars approximately the same as presented to the 
National Health Conference in July 1938. 


THE MEDICAL CARE OF THE POOR AND UNEMPLOYED 


CHARLES V. CRASTER, M.D., D.P.H. . 
Health Officer 
NEWARK, N. J. 


The city of Newark may be taken as a typical setup 
for the medical care of the poor by the municipal gov- 
ernment. For the last fifty years and more this city 
has maintained a free dispensary service with a staff of 
district physicians for visiting the bedridden poor. The 
cost of this service was borne by the health department 
and its supervision by means of a dispensary medical 
board cooperating with the health officer. 

Medical services are maintained for the poor families 
on the relief rolls but also include service for families 
who, by reason of low wages, are unable to pay for 
medical, surgical or hospital care. 


TYPE OF MEDICAL SERVICES 

The city dispensary provides all types of medical and 
surgical services as well as dental facilities for adults 
and children. The medical staff is composed of volun- 
teer physicians together with part-time physicians who 
receive an annual salary of $600 for six hours of work 
a week. The usual plan is for three days of service a 
week or two hours a day. It was long ago found to be 
impossible to maintain regular efficient clinics without 
paid physicians. 

The medical staff is supervised by a medical board 
which makes all recommendations for the type of ser- 
vice rendered. Clinics for all types of medical service 
are carried on, including medical, surgical, pediatric, 
genito-urinary, gynecologic, dermatologic, proctologic, 
orthopedic, hernia, antepartum, cardiac, neuropsy- 
chiatric, metabolic, gastro-enterologic, varicose vein, 
dental, venereal disease, asthma, hay fever, tuberculosis 
pneumothorax and occupational clinics. 

Besides the routine medical services there has evolved 
a need for certain expensive medications; for instance, 
the dispensary gives free insulin for indigent diabetic 
patients. The cost of this medication alone amounts 


to more than $9,000 a year. Free distribution of cod 
liver oil for undernourished children has also been 
added. The cost of this averages $5,000 a year. 

The city is thus faced with a demand for medical 
services which would, under more normal conditions 
of prosperity, be borne by the individual wage earner 
to the advantage of the rank and file of the medical and 
dental profession. The incomes of physicians and 
dentists have in many cases shrunk to the vanishing 
point because a large group of the public has no money 
to pay a physician, especially at the old scale of pay, 
although the need for medical care remains the same. 


THE SICK IN THE HOME 

The indigent sick in the home are taken care of by 
a staff of twelve district physicians who are assigned 
to specified districts in the city and each receives a salary 
of $1,000 a year, with an allowance of $25 for each 
emergency obstetric patient they may take care of. 
There is also a night physician who works from the 
City Hospital and who responds to night calls between 
11 p.m. and 8&a.m. The work of the district physician 
is supervised by a medical receiving officer at $2,500 a 


year. 
THE PHYSICIANS) ATTITUDE 


The physician apparently realizes that some form 
of free medical service is inevitable and necessary for 
the indigent poor. What he is quite sure of is that the 
physician giving such service under municipal govern- 
ment salaries is usually inadequately paid to such a 
degree that the quality of the service is below the 
standard maintained for paid services to the private 
patient. 

At the present time, with social security in the offing, 
some form of medical relief must be considered not 
only for the poor and the employed poor but also for all 
employees whose wages are low. 


‘ 
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The physician’s opinion with regard to how this ser- 
vice may be built up within the framework of ethical 
medicine must be given its due consideration. 


THE MEDICAL ASSOCIATION’S ATTITUDE 

At the discussion on medical insurance plans for 
relief before the House of Delegates of the American 
Medical Association in Chicago, Nov. 18, 1932, 
Dr. A. R. Mitchell declared on behalf of the Board of 
Trustees that in any plan for organized medical relief 
“the first dictum shall be free choice of hospitals and 
free choice of physicians. The second dictum is that 


TaB_e 1.—Families and Individuals on Relief 


Total estimated population of Newark, from 442,000 to 458,000 


Familes Persons 

December on Relief on Relief 


the prevailing charge shall be paid by the insurance 
company or the group of doctors who are going to be 
responsible for the administration of this service. The 
next dictum is that there shall be no profit to the organ- 
ization, that the profit shall consist of the fee to the 
doctor and the service to the participants in the plan.” 
So much for the ethics of any plan in which organized 
medicine is concerned. The present position of the 
American Medical Association is fundamentally the 
same as the opinion outlined in 1932. 


THE IMMENSITY OF THE MEDICAL 
RELIEF PROBLEM 

Some idea of the army of persons requiring medical 
care who are at present on relief rolls of municipalities 
may be envisaged by the figures for Newark. Table 1 
shows the number of families and persons on relief in 
Newark during the nine years 1930-1938. 

During these nine years, the demand for medical care 
of the indigent poor, as well as the poor not on the relief 
rolls but unable to pay for medical services, has been an 
increasing load on the municipality. Table 2 shows the 
number of treatments given in the clinics of the city 
dispensary, the number of free prescriptions filled and 
the number of calls made by the district physicians in 
1929 and 1930 compared with the years 1935, 1936 
and 1937. 

The curtailment of family incomes and the greatly 
increased number of indigent poor have brought about 
since 1929 greater demands for free medical and sur- 
gical services. Prior to 1929 the city dispensary treat- 
ments averaged slightly less than 100,000 a year, with 
an equal number of prescriptions dispensed. The calls 
for medical service in the homes increased from 5,370 
visits in 1929 to 18,242 in 1937, more than a 200 per 
cent increase in eight years. 


THE COST OF MEDICAL CARE IN| NEWARK 


Table 3 shows the annual cost of medical care in 
Newark for 1929 and 1930 compared with 1935-1937. 


THE COMBINED COST OF MEDICAL CARE 
In addition to the amount of $178,000 spent for the 
ambulant home medical care in 1937 there were of 
course additional items of hospital care. These are 
shown in table 4. 
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This total amount of course does not include the 
cost of free medical and surgical care rendered by the 
private hospitals and physicians of the city. The com- 
bined tax paid medical bill amounts to 524 per cent of 
the combined city operating expense for all purposes 
and a per capita cost of $3.66 for all the residents of 
Newark. There are undoubtedly many other tax items 
for medical care which are difficult to compile, for 
instance public school dental clinics and infirmaries in 
the jail and other institutions. In addition to the tax 
paid medical care, the Community Chest also gives 
approximately $200,000 a year to charity hospitals, or 
an additional 43 cents per capita. 

Up to April 11, 1933, the medical care of the poor, 
including those on the relief rolls, was entirely carried 
on by the health department clinics. From that date 
until April 16, 1936, this medical service for actual relief 
cases was administered by the Federal [Emergency 
Relief Administration (ERA) with a local staff unit 
setup. All applicants for medical relief during this 
period who applied for treatment to the city dispensary, 
both ambulant and at home, who were on the relief rolls 
were referred to the ERA, the exceptions being patients 
with tuberculosis or a venereal disease as well as many 
special patients who needed light treatment and the like. 

It is remarkable to note, therefore, that in spite of 
the absence of most of those on relief from our clinics 
there was a continuous demand for free medical ser- 
vice in the dispensary and for district calls. 

Apparently between these dates the treatment load 
carried by the dispensary was changed little if any, 
and only in one year (1935) was there any decrease in 
the calls for the visiting physicians. Who are these 
people, then, who crowd the free clinics and yet are not 
the indigent poor? The answer is contained in the 
report of our investigation department. All persons 
who apply for free medical treatment are carefully 
questioned by the admitting staff, and whenever doubts 
exist Or treatment and medication is more than trivial 
the applicant is checked up by “follow-up investiga- 
tion.” In few of these cases can fraud be brought 
home to the applicant. The majority are of the low 
wage group, persons unable to pay for any form of 
medical care at existing rates. In this group we had 


Tas_e 2.—Increase of Demand for Medical Care in Nine Years 


District 


Free Fr 
Treatments Prescriptions 


Year Physician Calls 
281,615 158,616 4,819 
268,947 116,940 18,242 


to place all workers employed under WPA projects, 
whose wage scale is so manifestly low as to make impos- 
sible the ordinary payment for medical care. 


_ MEDICAL RELIEF UNDER THE ERA 

From April 12, 1933, to April 16, 1936, as stated, 
medical care of the indigent poor was under the Federal 
Emergency Relief Administration. 

Under this plan all physicians wishing to volunteer 
for relief service were asked to register their names 
with a medical board appointed from the county medical 
society. This board submitted the names of such 
physicians to the ERA and also advised on the medical 
problems arising from this service. The scale of pay- 
ment adopted and approved by the medical societies 
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was a flat rate of $2 for a home call and $1 for an 
office visit. The patients had a free choice of physician 
and there were at first no restrictions on the number 
of calls made on any one patient. A fee of $25 was 
allowed for all maternity patients delivered in the home. 
This fee included all antepartum and postpartum care. 

In the beginning there was no limit as to the amount 
of fees collected by any one physician under this plan. 


TABLE 3.—Annual Cost of Medical Care in Newark 


Cost of City Pay for Dis 


Year Dispensary trict Physicians 
$ 61,000 $ 6,546 


* District physicians were paid for ten months at $1,500 a year by the 
Outdoor Poor Relief Department instead of $1,000 a year in the health 
department. The cost figures for 1937 approximate about 50 cents per 
clinic treatment and 25 cents for each prescription. The cost of the calls 
made by district physicians would average approximately $1 a visit. 


TABLE 4.—Additional Items of Hospital Care 


City dispensary and district $ 178,000 
City hospital, 750 beds (annually). ,000 
Convalescent hospital, 155 beds 86,000 
Free beds in private hospitals (paid by city annually)......... 10,000 

hospitals, 400 beds; Newark pays 53%, amount- 

Contes Tuberculosis macoieal at Verona, 447 beds; Newark pays 

Total medical care paid by city taxes..-.......-...0005- $1,687,000 


When the costs of this service began to mount, however, 
a limit of $200 was established for the earnings of any 
one physician in one month. All bills had to be sub- 
mitted to the county office of the ERA on or before 
the 10th of the following month. 

In order to obtain the services of a physician, the 
patient or any member of the family was required to 
obtain an authorization from the local relief office. This 
authorization was limited to not more than three visits. 
If more than three visits were required, further authori- 
zation slips were needed. 

For emergency cails after office hours, the physician 
was supplied with a book of blank emergency authoriza- 
tion slips. This was particularly used for night calls. 
Medical prescriptions were made out on forms sup- 
plied to the physician and were compounded by phar- 
macists, the cost being paid by the ERA. 


THE FRAMEWORK OF MEDICAL SERVICE UNDER 
THE ERA 

The plan for medical service under the state emer- 
gency Relief Administration apparently met the con- 
ditions laid down by the American Medical Association. 
There was freedom of choice of physicians, and there 
was a flat fee of $2 a visit and $1 for an office call, 
which was agreed on by the county medical society. 
The quality of medical services rendered and the various 
problems that arose thereto were supervised by a 
medical committee appointed by the county medical 
society. Although this service was at first limited to 
families on the relief rolls, it was broadened later to 
include families of the low wage groups. 

It can be said in favor of this plan that there was 
every incentive to give medical service of a high stand- 
ard, for the reverse would mean a loss of patients to 
the physician so complained of. 

Apparently the service offered, particularly the home 
visiting, was taken advantage of by a greater number 
of the poor than was that offered by the city under 
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the paid district physician plan, although the demand 
for the city service was little diminished during the 
ERA period of medical relief. The principal difference 
between these two services was that of the cost, that 
for the ERA plan being much in excess of the cost of 
the dispensary and city physicians as maintained by 
the municipality. 


THE COST OF THE STATE ERA PLAN FOR 
MEDICAL CARE IN NEWARK 


Table 5 is a summary of the cost of medical care 
under the Emergency Relief Administration for the 
two and one-fourth years, from January 1934 up to 
April 1936, in the city of Newark. For the year 1933 
the cost figures were incomplete. 

For 1936, ERA figures were separated into services 
of the physician and the dental and nursing services. 
Since no separation was made for 1934 and 1935, 
table 5 was made by using the same proportions as for 
1936. The total costs for medical care under the city 
plan and the ERA setup are not comparable, since the 
services rendered were apparently for two different 
groups of the poor. The ERA was for the indigent 
poor or persons on the relief rolls and the city dis- 
pensary and district physicians were for the low wage 
family not essentially indigent. The cost for these two 
services for the year 1935 are given in table 6. 

Had the prevailing rate for medical care as in force 
for the state emergency relief been applied to the city 
service, the cost would have been $370,561, as sum- 
marized in table 7 for the year 1935, instead of 
$144,800 

SUMMARY 


1. The low wage family naturally demands free 
medical service to the same degree as that given the 
indigent poor yet resents being placed in the indigent 
class or having to apply for medical service through 
the relief agencies. 

2. Shall municipalities contemplate building more 
free dispensaries with larger staffs of visiting physicians 
on salaries or on a fee basis? 


Tasie 5.—Cost of Medical Care Under Emergency Relief 
Administration 


Tot Dental and 
Medical 


Year Physician 

« $150,018.08 018.08 $120,000.00 
259,521.47 1,521.47 208,000:00 

1936 (ist quarter) 49,088.50 "931.00 39,157.50 


TaBL_e 6.—Cost of the Two Services for Medical Care 


City dispensary and district $144,800.00 
State emergency relief medical _ 259,521.47 


3. For fifty years the city of Newark has maintained 
a free dispensary and free district physician service. 

4. Expensive medication is supplied, for example 
=—_ for indigent diabetic patients at $9,000 a year. 

The present setup in Newark does not meet the 
sunde established by the American Medical Asso- 
ciation as to free choice of physician by the patient or 
as to the fee for physicians. 

6. The extent of indigence in Newark shows 49,371 
persons on relief in 1938 (more than one person in 
every ten). If WPA workers and the low wage group 
and their families are added, the number eligible for 
free medical care approximates one in four. 
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7. In 1937, 268,947 treatments and 116,940 prescrip- 
tions were given at the Newark City Dispensary and 
18,242 physician calls were made by district physicians, 
as compared with 110,721 treatments and 5,370 home 
visits in 1929. Prior to 1929 the city dispensary treat- 
ments averaged less than 100,000 yearly. 

8. The cost of medical care increased 100 per cent 
between 1929 and 1937 in the city of Newark. The 
total tax paid cost for medical care, hospital and ambu- 
latory, in the city of Newark is now $1,687,000 a year, 
added to another $200,000 for hospitals given by the 
Community Chest. 

9. The cost of the health department dispensary and 
medical care in the home amounts to $178,000 a year. 
Emergency relief during 1933-1936 did not reduce to 
any great extent the medical cost to the health depart- 
ment. 


TaBLe 7.—Hypothetic Cost of City Service Based on Charges 
for State Emergency Relief Medical Care 


281,615 dispensary clinic visits at $1................6-- 281,615 
158,616 prescriptions filled at $0 cents................. 79,308 
$370,561 


10. The emergency relief plan was satisfactory in 
providing free choice of physicians and a flat medical 
fee agreeable to the medical societies. The cost of 
medical, dental and nursing services for 1935 in Newark 
under the ERA amounted to $259,521.47. Had the city 
of Newark medical service been paid for at the same 
rate as the ERA service, the cost for 1935 would 
have been $370,561 instead of $144,800, the actual cost 
during that year. 

11. The salary of Newark district physicians is 
$1,000 annually as compared with a maximum earning 
capacity of $2,400 a year under the ERA. 


CONCLUSION 
Under the free dispensary and district physician plan 
the cost of service is kept at a low figure, the average 
for a physician call is between 90 cents and a dollar 
and clinic treatments average 25 cents. This service 
does not allow any choice of physician, and the quality 
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of service rendered has a tendency to deterioration. 
With very few exceptions the reaction to a paid salary 
is to minimize as far as possible the extent of the service 
rendered. This can be understood when one considers 
the excessive calls for medical treatment that are made 
on salaried physicians at certain seasons of the year. 
The “off” period, when service calls are infrequent, are 
too soon forgotten by the salaried man. 

Another serious objection to the salaried physician 
is the attitude of the public. The term “poor doctor” 
has not been forgotten, and frequently discourtesy, 
unfriendliness and actual hostility of the patient’s family 
awaits the visit of the district physician. This attitude 
is not so prevalent when the physician demands and 
receives a fee for each attendance, which is much more 
in conformity with medical practice. 

The free choice of physician is in my opinion essen- 
tial for a proper relationship between the doctor and 
the patient. Whatever framework is set up for the 
medical care of the employed and the unemployed, it 
should meet the following conditions: 

1. A service of reasonable cost to the community in 
which the physician should be willing to receive a fair 
standard fee for his services. 

2. Free choice of physician. 

3. Creation of a division of medical care in all health 
departments with an advisory committee appointed 
by the local county medical society. 

4. All dispensary services to be standardized, with 
physicians paid for actual services instead of annual 
salaries. 

5. A medical advisory board appointed by the county 
medical society to advise and correlate dispensary 
services. 

6. A pharmaceutical board appointed by the state 
pharmaceutical society to standardize and correlate the 
cost of medical prescriptions given to private phar- 
macies. 

7. The creation of a position of director of medical 
care who could be a physician or layman of exceptional 
ability to supervise and coordinate all the various 
branches and specialties of medical care and to advise 
on problems affecting hospital care. 


THREE TRIBUTES 


Eloquent testimony to the places which physicians 
hold in the hearts of the people of this country was 
presented recently in three notes published in local 
newspapers as editorial comment on the deaths of 
physicians. The Jackson, Miss., News says of Dr. John 
K. Bullock : 


The age of 39 is quite too young for a good and useful man 
to die, but such was the cruel fate of Dr. John K. Bullock, one 
of Jackson’s ablest physicians. 

Dr. Bullock loved little children, and it was this love that 
prompted him to select pediatrics—child diseases—as his specialty 
in the field of medicine. Lots of little folks in this state cried 
bitterly when they heard of his death for he had straightened 
their crippled limbs, put them erect on their feet, and thus 
gave them a fair fighting chance in life’s battle. It was 
Dr. Bullock’s fondest hope and dream to some day establish a 
hospital for crippled children in Jackson where little ones 
afflicted with malformations could obtain free treatment. 

The friendly, lovable, kind-hearted nature of Dr. Bullock 
drew people irresistibly to him and inspired confidence in his 
medical skill. He had built up a splendid practice that extended 


to many other places in the state and was earning a reputation 
for orthopedic surgery akin to that achieved in world medicine 
by Dr. Willis Campbell in his great clinic at Memphis. 


In Wilmington, N. C., the News writes of Dr. Julius 
Arthur Dosher : 


Dr. Dosher of Southport, who died yesterday, was one of 
the leading surgeons of the South if not of the entire country, 
and had he elected to remove to a large center his reputation 
would have been world wide. 

But like many of the great men of his profession, Dr. Dosher 
preferred the neighborly friendliness of his own people as an 
atmosphere for his work, and while this decision denied him 
fame, and perhaps fortune, it did not detract from his real 
greatness. 

And in Bristol, R. L., the Phoenix said, in part, con- 
cerning Dr. Alfred Mitchell Merriman: 

Was there any one in Bristol who did not feel a sense of 
personal loss when they heard over the radio Monday morning 


the word that Dr. Merriman had died Sunday night in the 
Jane Brown Hospital! He had gone for a two weeks rest 
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and then his heart gave out and he was taken to the hospital 
in Providence, where he lived only two weeks more. 

What can we do without him? He was our mainstay, our 
rock of defense in every trouble. In every accident, every 
sudden illness, the first thought was to send for Dr. Merriman 
and he never failed us. 

When he made his last evening call he would say to the 
anxious family “Don’t hesitate to send for me if you think 
you need me in the night,’ and when the telephone rang he 
appeared in no time with his hypodermic syringe. To his 
paralysis patient who lay helpless in bed for weary months 
his last call was a gay good-bye and the parting word 
“Remember, I am coming to take you for a drive next week.” 

It is not only his skill as a physician and surgeon that we 
remember, but his generosity and kindness. ‘ 
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He was, moreover, a most generous citizen, giving to every 
public cause. We all know of his work with the Y. M. C. A,, 
the Soldiers’ Home and countless other causes. The Merriman 
house was ever the center of hospitality. 

The Doctor was a great lover of music and the Bristol Train 
of Artillery, of which he was Commanding Officer, was his 
delight. Many a night, after a long day’s work and a busy 
evening with office calls, he would dash up to the Armory to 
hear his band practice. Six vears ago, in the time of the 
depression, he realized that the morale of the town was running 
low. He therefore thought of community concerts in the 
open air. 

We were his guests, He paid all the expenses. . . 

Dr. Merriman was a splendid man. He was our friend—our 
“Beloved Physician.” 


THE PRESIDENT’S HEALTH PROGRAM 


[The Providence, R. I., Journal, Jan. 24, 1939] 


We note that President Roosevelt, in submitting his pro- 
posal for a permanent system of federal-state compulsory health 
insurance, asked Congress to give the program its “careful 
study.” This is putting it extremely mildly, since the program 
involves so many vital economic and professional issues that 
Congress cannot expect to act wisely without the most search- 
ing consideration of every phase of the plan over a period long 
enough to inform the public thoroughly. 

This is no matter to undertake quickly or emotionally, 
despite the fact that there is an admitted lack of adequate 
medical care for a large portion of the population in some 
sections of the country. Yet up to the moment it has been 
handled in just that manner. The President’s interdepart- 
mental committee’s report and recommendations, which he 
transmitted with his message, is based upon the theory that 
only the United States government, with the cooperation of 
the states, can meet those needs. 

The American Medical Association believes, as the President 
and his committee do, that there is a serious need for an 
extension of medical services on a basis that will enable all 
groups to possess them at a cost that is not too burdensome. 
The Association now acknowledges that its problem is to make 
American medical standards, which are the highest in the 
world, available to all the people, and it is facing it, not 
without some success, here and there. In Rhode Island, for 
example, the profession is presently seeking enabling legisla- 
tion which will permit the organization of group hospital ser- 
vice, which is akin, perhaps preparatory, to the formation of 
some group medical service on a voluntary basis. 

The President informs Congress that the committee’s recom- 
mendations are based upon reports prepared by its technical 
experts, and that both recommendations and reports were dis- 
cussed at the National Health Conference heid in Washington 
last June under government aegis. He says that at that con- 
ference, attended by many representatives of the medical pro- 
fession and local health departments, there was agreement on 
these two fundamental points: first, the lack of adequate medi- 
cal care for many groups, and, second, the “failure to make 
full application of the growing powers of medical science to 
prevent or control disease disability.” 

This is dissembling, since it fails to take account of the 
fact that the Health Conference was wholly a governmental 
affair, its program prepared long before it was held; since, 
too, it makes no mention of the fact that the medical profes- 
sion, after agreeing to the two fundamental points, disagreed 
wholly with the major proposal, which was to set up a system 
of federal-state insurance. 

That disagreement was based on the belief that such a sys- 
tem would mean the complete socialization of medicine, con- 
trolled and directed by the government with concomitant losses 
in the lowering of medical standards and the evils that flow 
from political control. That still is the American Medical 
Association’s position, just as it is of not a small part of the 
nation’s population. 


The President declares that no elaborate extension of the 
federal government’s health service is planned. The program 
is to be administered by the states and localities, with the aid 
of federal money (presumably, 50 per cent of the funds). Such 
a program has obvious advantages, but it has so many dis- 
advantages and presents so many evils ‘that these are likely 
to destroy the advantages. 

Let us assume that administration is to be decentralized on 
state lines. Does that eliminate the danger of politics or gov- 
ernment control? Not at all, gor each state must appropriate 
its share of the funds, and that means both political and social 
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consideration of the problem each year. It means a state 
department, which must perpetuate itself in office by a steady 
flow of state and federal funds, and that means _ political 
maneuvering. If any one doubts this, let him consider the 
persistency and thoroughness with which county agricultural 
agents, in many of the states, play politics today, not only to 
keep in office, but to make sure that the government's system 
of crop control paid for by cash benefits is continued. 

And, of course, it means a considerable measure of control 
from Washington. It means a new federal bureaucracy; in 
time, no doubt, a new department of the government and thus 
a political instrument of the administration in power. 
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Consider, too, the cost. The President's plan, in time, will 
mean an expenditure by the government and the states of 
$850,000,000 every year. This is an additional burden on the 
taxpayers, no matter how the money is raised. 

If it is a pay roll tax, about which there seems to be some 
doubt, it means that the wage earners’ purchasing power is 
to be correspondingly lowered, not only because a portion of 
his wages is withheld every week but because his employer 
also must contribute; and that means an increase in costs of 
production, with further assessments on profits and, therefore, 
upon the employer's ability to pay his workers. 

Such a tax certainly would make the scheme compulsory, 
and that would constitute compulsory health insurance at its 
worst. Despite any protestations to the contrary, it would 
mean the loss of freedom of selection in the matter of medical 
care. 

The state administration ultimately would be forced to engage 
doctors for the work, and only the poorer and illy equipped 
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type would be available. That has been the history of com- 
pulsory health insurance in nearly every country which has 
tried it. 

It would mean a lowering of medical standards and a weak- 
ening of medical science, since the keen competition among 
private practitioners would be stifled. Medical treatment would 
be on a political basis, and any such medical practice is bound 
to become cold and inefficient. And here, again, the individual 
would suffer. 

There are many phases to the issue which the President has 
raised. They should be considered thoroughly and at length 
lest Congress adopt a program so impractical, so unwise, so 
political as to destroy much of the great progress which science 
has made in this country. 

Extension of medical service to low income groups is one 
thing. Government domination of medical practice is quite 
another. By all means, let us all “Stop, Look and Listen” 
before we commit ourselves to any plan of this sort. 


THE AMERICAN CHEMICAL SOCIETY AND CLINICAL LABORATORIES 


In the January 20 issue of Industrial and Engineering Chem- 
istry, News Edition, appears a voluminous discussion over the 
signature of Charles L. Parsons, secretary of the American 
Chemical Society, entitled “Clinical Laboratories: A “Monopoly 
Proposed for the Medical Profession.” This discussion inspired 
an article in the Washington Evening Star for January 23 
headed “Chemical Society Says A. M. A. is seeking Monopoly” 
and in the Washington Herald for the same date headlined 
“D. C. Chemists’ Unit Joins in A. M. A. Monopoly Charge.” 
What are the circumstances leading to the publication of this 
material ? 

According to Industrial and Engineering Chemistry, publica- 
tion was authorized “in order that members of the American 
Chemical Society may be fully informed; that physicians may 
have full knowledge of the situation that exists ; and that material 
may be available for use in any proposed legislation that may 
be found necessary to conserve the public health by ensuring 
that chemical work in clinical laboratories, in public health 
organizations, in hospitals, and in similar institutions shall be 
performed by, or under the immediate direction of, an ade- 
quately trained chemist or by an individual whose qualifications 
to practice chemistry are beyond peradventure.” The basis of 
the American Chemical Society’s allegations concerning the 
American Medical Association rests on an alleged violation of 
the letter and spirit of the report of a joint committee of the 
American Chemical Society, the American Medical Association 
and the American Association of Pathologists and Bacteriol- 
ogists in 1924, on the subject of Clinical Laboratories. This 
report was adopted by the House of Delegates of the American 
Medical Association in the same year. The report as adopted 
follows: 

In proposing the following specific recommendations concerning the 
regulation of clinical laboratories, the joint committee of the American 
Medical Association, the American Chemical Society and the American 
Association of Pathologists and Bacteriologists wishes to emphasize the 
importance of encouraging and ensuring the adequate education of every 
laboratory worker in the fundamental sciences which he applies. A clinical 
laboratory, as that term is used by the committee, is an institution 
organized for the practical application of one or more of the fundamental 
sciences by the use of specialized apparatus, equipment and methods for 
the purpose of ascertaining the presence, progress and source of disease. 

It is the unanimous judgment of the committee 

(1) That it should be illegal for any person not licensed by law so to 
do to assume the responsibility of making the diagnosis or of deciding on 
the progress or source of disease on the basis of any results of a chemical, 
pathological, serologic, bacteriologic, radiologic or microscopic observation, 
or other laboratory examinations undertaken; and that, where laws do 
not now restrict diagnosis or the clinical interpretation of laboratory 
examinations to licensed classes of medical practitioners, laws should be 
enacted to effect that end; 

(2) That any law providing for the licensing of professional workers 
in laboratories devoted to ascertaining the presence, progress or source of 
disease should provide for the examination of members of each pro- 
fession hy competent authorities belonging to the same profession ; 

(3) That as long as an organization or individual engaged in exam- 
inations to ascertain the presence, source or progress of disease refrains 
from all diagnostic and prognostic interpretation of the results of such 
laboratory tests as provided for in paragraph 1, any effort to force such 


organization or individual to place itself under the direction of a repre- 
sentative of any other profession is to be deprecated; 

(4) That the American Chemical Society, the American Medical Asso- 
ciation and the American Association of Pathologists and Bacteriologists 
should cooperate to establish the principles enumerated in the foregoing 
resolution whenever legislation in this field may be proposed, and that the 
cooperation of other national bodies should be solicited; 

(5) That clinical laboratories be standardized in accordance with the 
principles laid down in the preceding paragraphs, and legislation should 
be enacted to ensure competent personnel and suitable equipment. 


This has been modified only so far as the House of Delegates 
has adopted subsequent reports of the Council on Medical Educa- 
tion and Hospitals affecting this problem. 

The American Chemical Society in this report quotes from 
reports of the Council on Medical Education and Hospitals at 
various times as presented in THE JourNAL such items as 
appear to be at variance with the report previously mentioned. 
It calls attention to the fact that for several years the Council 
on Medical Education and Hospitals published the “Essentials 
of an Approved Clinical Laboratory” but that in 1929 the list 
formerly headed “Approved Clinical Laboratories” was changed 
to read “Pathologists Conducting Approved Clinical Labora- 
tories” and that both lists were limited to laboratories headed 
by men holding the M.D. degree. Finally the report complains 
that in 1933 the heading was again changed, this time to “Physi- 
cians Specializing in Pathology and Clinical Pathology.” 

In quoting from statements of the Council on Medical Educa- 
tion and Hospitals as presented in THe JourRNAL, the American 
Chemical Society evidently takes exception to such statements 
as the following: “Many physicians in the past, not appreciating 
fully the importance of medical supervision over their work, 
had patronized lay laboratories. . . . The patient should be 
given the benefit of the most accurate analysis with regard to 
the source, nature and progress of the disease. In order that 
this may be assured, physicians should have their work carried 
out in laboratories under the supervision of capable physician- 
pathologists.” And “Through the activities of nonmedical clinical 
laboratories the interests of the patient are jeopardized and 
frequently the true source, nature and progress of the disease 
are not ascertained.” In the report of the Council on Medical 
Education and Hospitals adopted by the House of Delegates at 
the annual session in 1932, the following comments and recom- 
mendations are made: 

“Essentials of an Approved Clinical Laboratory” were adopted by the 
Council in compliance with instruction received from the House of Dele- 
gates in 1923. The rating of laboratories has been found to be, in some 
instances, misleading, because of changes in personnel. The Council has 
found it more practical to emphasize the qualifications of the pathologist 
than of the place in which he works, and to this end, at its February 


meeting, adopted a statement of the “Essentials for the Listing of Physi- 
cians Specializing in Clinical Laboratory Work and Pathology.” 


In the chemical society’s report no mention is made of any 
reason for the recommendations of the Council on Medical 
Education and Hospitals and one would be led to believe that 
there were no reasons other than self interest. 
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Perhaps the acute situation which the American Chemical 
Society believes has arisen lies in a controversy now going on 
in Pennsylvania between the Chemical Society and the State 
Board of Medical Education and Licensure. According to the 
reprinted letter written by Dr. I. D. Metzger, chairman.of the 
State Board of Medical Education and Licensure, “There has 
been no law recently passed in respect to clinical laboratories as 
such, specifically. Act 417 passed in 1935 and effective Sep- 
tember first of that year provides that all persons doing any 
medical work that enters into the welfare of patients must be 
licensed to practice medicine or a branch thereof. Clinical 
laboratories do enter into the welfare of patients, inasmuch as 
reports from them are requested and secured by physicians only 
because of their aid in the diagnosis and treatment of cases. It 
is obvious, therefore, that all such reports should be made by 
licensed physicians who may be legally responsible for them.” 
In essence, therefore, the Pennsylvania situation is one which 
involves the American Chemical Society and the state of 
Pennsylvania, and it is irrelevant to draw the American Medical 
Association into the picture. If the law or its interpretation in 
Pennsylvania is unsatisfactory, this matter should be taken up 
with the state authorities rather than by any attempt to charge 
another professional organization with those measures which 
are purely state enactments. 

Further correspondence is quoted between the American 
Chemical Society and the American Society of Clinical Pathoio- 
gists. On these issues the American Medical Association has 
taken no official action. Finally, the report closes with a charge 
headed “Monopoly for Physicians Boycott of Nonmedical Direc- 
tors,” in which the chemical society protests against “the 
unsurpassed arrogance of the assumption that the findings of 
other learned professions, before being accepted by the physician, 
must be made sacrosanct by the seal of an M.D.” Certainly 
there is no evidence that any such claim has ever been made. 

The report closes with a brief statement on the position of 
the American Chemical Society, reiterating its readiness to 
participate with the American Medical Association and other 
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interested national societies in establishing standards for labora- 
tory directors in accordance with the resolution. The society 
maintains that “every director of a clinical laboratory should 
be well educated and thoroughly competent in chemistry, 
pathology or bacteriology, but that no degree, in itself, is a 
guaranty of specific knowledge and efficiency in this branch of 
endeavor.” 

This lamentable controversy, initiated by a professional society 
which might well have foreseen the nature of the attendant 
publicity, can only be deprecated by all who have the interest 
of the public or of their respective professions at heart. Cer- 
tainly one might expect from the American Chemical Society 
more scientific and professional approach to a problem which 
affects not only those professionally involved but also the health 
of the people. 

In accordance with the report of the joint committee, which 
the American Chemical Society appears to regard as a Bill of 
Rights, “it should be illegal for any person not licensed by law 
so to do to assume the responsibility of making the diagnosis or 
deciding on the progress or source of disease on the basis of any 
results of a chemical, pathological, serologic, bacteriologic, 
radiologic or microscopic observation, or other laboratory exam- 
inations undertaken; and that where laws do not now restrict 
diagnosis or the clinical interpretation of laboratory examina- 
tions to licensed classes of medical practitioners, laws should be 
enacted to effect that end.” Hence any clinical laboratory which 
goes beyond the stage of supplying purely factual information 
on the results of laboratory procedures must necessarily be under 
the direction of a qualified physician in order to comply with 
the recommendations of this report. It may of course be left 
to the practicing physician whether he desires a simple laboratory 
report without any interpretation. 

The interest of the patient is paramount. The apparent mis- 
interpretation of the attitude of the medical profession by a 
sister professional society is unfortunate. Still more unfortu- 
nate is the use of the material that is being made by the enemies 
oi all science. 


CRITICISM OF THE REPORT OF THE TECHNICAL COMMITTEE 
ON MEDICAL CARE 


A very valuable anaiy sis and criticism of the report 
of the Technical Committee on Medical Care on “The 
Need for a National Health Program” by Dr. Herman 
H. Riecker of the faculty of the University of Michigan 
Medical School appears in Public Health Reviews 
(8:25 [Jan. 15] 1939), issued by the staff of the 
Division of Hygiene and Public Health of that univer- 
sity. The following includes the more significant 
portions of this review: 


This evaluation of the report calls attention to but two 
points: (1) That to some readers it may reflect an unwarranted 
optimism toward the possibilities of national public health 
measures in the control of many phases of disabling disease, 
and (2) that its medical interpretations of statistical survey 
findings are often difficult to reconcile with current scientific 
conception. 

The most striking lack of understanding of the problem 
of the prevention of illness by the committee is illustrated by the 
statement: “The committee finds that the essential lack (‘in 
the national burden of illness’) consists not of inadequate 
knowledge but of inadequate funds.” It would seem, however, 
that cognizance of the lack of health education on the part of 
the people, the lack of orderly continuous educational oppor- 
tunities for the physician, the extension of hospital and labora- 
tory facilities, and the need for further research in all fields 
of medical science would merit more serious consideration in 
planning for future betterment of health and medical service. 

In considering the need for expansion of maternal and child 
health services, the committee writes that the conservation of 
“maternal and child life is especially imperative if we are to 
maintain in the future the proportion of persons in the pro- 
ductive ages necessary to an economically progressive nation,” 


adding that today there is a great and unnecessary waste of 
maternal and infant life, and that “impairment of health is 
widespread among mothers and children.” It is quite possible 
that the increased life span has been the result of the application 
of increasingly effective control measures to certain com- 
municable diseases of childhood, permitting more children to 
reach adult life. Particularly is this true of tuberculosis, 
typhoid fever, diarrheal diseases and diphtheria. It is not 
necessarily true that through public health procedures the life 
span will increase sufficiently to be a disadvantage to the nation 
economically or will cause a decline in the number of children, 
as the pamphlet implies. That impairment of physical health is 
“widespread” among women and children would seem to 
deserve qualification because unweighted figures could scarcely 
give sufficient data to enable one to judge their significance 
from an “economic” standpoint. 

The pamphlet states that the ‘maternal mortality for the 
United States was 57 per 10,000 live births in 1936, more than 
twice that of Sweden. It is true that there is an inadequacy 
of maternal and infant care in many sections oi the country, 
but the fact that only 14 per cent of the births in rural areas 
occur in hospitals in itself could scarcely be accepted as impor- 
tantly affecting the mortality rate. The use of newer proce- 
dures in obstetrics is attended by a very considerable hazard 
when employed by those not familiar with them. We would 
wish that the committee might analyze the difference in 
provision for maternal care in Sweden and the United States 
and proceed with recommendations from such an analysis. 
While prenatal care is essential and helpful, in many instances 
an improvement in the actual technic and judgment at delivery 
will save more maternal lives than all other factors combined. 
The essential problem, then, with relation to maternal mor- 
tality is a recognition of the fact that most teaching institutions 
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are inadequately supplied with clinical obstetrical material for 
both undergraduate and postgraduate teaching, that prenatal 
instruction to mothers is lacking, and that economic conditions 
enter significantly in the total reckoning. 

With respect to the “special needs of childhood,” the com- 
mittee deplores the fact that “in 10 per cent of respiratory 
diseases pneumonia results, and that 18 per cent of the deaths 
resulting from diseases such as influenza, pneumonia, colds 
and tonsillitis are due to pneumonia among preschool children.” 
The proper care of minor respiratory diseases is of the greatest 
importance in the prevention of complications and the problem 
of keeping sick children in bed at rest is a difficult task for 
any parent. In their prevention bya national health program 
doubtless there will be included provision for further research 
in the virus and_ streptococcal diseases, because we do 
not have a general preventive for influenza, colds and ton- 
sillitis, and nothing but scientific research will provide one. 
May not the prevention of these infections and their com- 
plications depend more upon sound health education than upon 
the development of agencies which the public has not learned 
to use? In other words, should not greater stress be placed 
upon education ? 

The report further states “in the northern part of the country 
about 1 per cent of all school children suffer from rheumatic 
heart disease. Appropriate treatment of children with rheu- 
matic disease will restore 60 per cent to normal life; 15 per 
cent to a life of restricted activity.” Rheumatic fever has a 
predilection for certain families in a community and prevention 
of the attacks, probably by immunological procedures to be 
based on future research results, is perhaps the goal of our 
hopes. However, from the medical standpoint, children with 
rheumatic heart disease have never been “restored to normal 
life” in more than 15 per cent of the cases, and these were 
usually cases with only a mild degree of aortic or mitral 
insufficiency. Clinical experience would seem to indicate that 
here again is somewhat undue optimism. 

It would be interesting to know the sources of informa- 
tion for the statement that the maladjustments in the environ- 
ment of the child will be corrected by tonsillectomy, the 
eradication of dental defects, or that these procedures save 
children from further illness and maladjustment, as stated on 
page 10 of the report. 

In the advocacy of a national health program little is gained 
by the statement that upper respiratory infections are more 
common in a child of 9 than in an adult of 65 years, On page 
11 the committee finds that the frequency of tonsillectomy and 
adenectomy among persons under the age of 20 years is only 
two-thirds as high in rural areas as in the large cities, and 
that filling and extraction of teeth are only one-half that of 
children in cities of 100,000 population and over. The report 
possibly seems to favor the universal removal of tonsils and 
adenoids in children, a viewpoint for which further substantia- 
tion might be advisable, particularly in consideration of the 
belief now quite generally held that the hereditary allergic 
state plays a rather conspicuous part in upper respiratory 
infection. 

With respect to cancer, the committee estimates that there 
are 400,000 persons suffering from cancer in the United States 
and that a large majority should be hospitalized when they 
cannot pay for the high,cost of specialized and expensive 
service. The committee no doubt recognizes that education of 
the individual about cancer, and of the physician regarding the 
recognition and eradication of precancerous lesions, will 
probably continue to be the most important factor in cancer 
control. 

Under the topic of diabetes, the committee states that the 
mortality from diabetes in young persons can be reduced by 
9) per cent, and in persons over 60 by 37 per cent through 
the administration of insulin. It is, of course, well recognized 
by the medical profession that the control of obesity is funda- 
mental to any decrease in the death rate from the degenerative 
diseases of the circulatory system and diabetes, and that the 
older “diabetics” do not die because there is sugar in the urine 
but from the arterial complications peculiar to their consti- 
tutional make-up. As a rule, diabetes is an incident, not a 
disease in the obese, elderly person. It is suggested to the 
committee that if arterial degeneration is a public health 
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problem its amelioration might follow by public health methods 
applied to the overweight individual. Here again education 
rather than medical care would seem to be of primary 
importance. 

With respect to the diseases of the heart, blood vessels and 
kidneys, without long clinical experience it is difficult to evaluate 
methods and possibilities of control of these conditions. There 
is no doubt that “much can be done through prevention and 
treatment to avoid needless cases of apoplexy, diseases of the 
kidney and circulatory diseases, to reduce suffering and prema- 
ture disability and death and to minimize the economic and 
emotional distress caused by these diseases.” The committee 
could scarcely be expected to recognize that emotional and 
hereditary factors often play a dominant part in the causes 
of the degenerative diseases (arteriosclerosis), and that coro- 
nary disease, apoplexy and hypertension are not commonly 
caused by poverty. A more hopeful prognosis is offered by 
wider application of the periodic physical examination by means 
of which vascular accidents in susceptible persons may be 
anticipated. Even so, the widely noted increase in the average 
life span should not be too eagerly interpreted to mean that 
immortality is within reach. 

The committee believes that among the known means of 
reducing the disability due to chronic rheumatism are the care 
and removal of foci of infection, such as diseased tonsils and 
teeth, the treatment of gonorrheal infection, dietary supervision, 
specialized therapy, and surgery in some of the severe cases 
of arthritis. The committee believes that “90 per cent of these 
cases will recover or be definitely improved by careful and 
prolonged treatment.” While the medical profession confidently 
hopes that research will find an effective treatment of rheu- 
matoid arthritis,.no such distinct optimism has been manifested 
in the literature, nor has it been shown that the removal of 
foci of infection, such as diseased tonsils and teeth, has any 
curative and in many instances but little preventive effect upon 
the disease. In addition, any program of prevention of arthritis 
should take into consideration the important factor of individual 
susceptibility. Gonorrheal arthritis, however, is not a common 
condition in comparison to the incidence of gonorrhea, and is 
readily remedial at any stage. 

That the Public Health Service should now expand in the 
field of mental disease is commendable for the reason that, while 
the care of mental disease has been a function of the state 
for several centuries, of all the branches of medicine, research, 
upon which prevention is based, has been most retarded in this 
field. It is hoped that a program in this field contemplates 
provision for accelerating the research problems incident to 
it. It would be interesting to determine whether behavior 
problems, dependency, delinquency and crime, as well as 
dementia praecox, the traumatic psychoses and abnormalities 
in behavior of childhood are largely preventable by public health 
measures. Biological factors involved in these conditions would 
need very careful appraisal by the committee before a general 
policy is adopted and in any plan substantial support of 
psychiatric research would be advisable. 

There is general agreement with the committee that industrial 
hygiene programs should include the broad subject of the health 
of the worker. Experience indicates that a great many 
industrial workers are not interested in maintaining their health 
to the exclusion of certain other privileges they now enjoy; 
for instance, that of living in a city, the use of tobacco or 
alcohol, the cinema, the lack of sleep, and the use of available 
funds for gasoline rather than for vitamins. Health education 
and a solution of the problems of recreation on an individual 
basis would seem to be worth further discussion in promoting 
health consciousness among the low income group. 

The report rightly emphasizes the relation of sickness to low 
income, and sickness with lack of employment. We must not 
fail, however, to associate sickness with ignorance concerning 
the cause of illness with inborn emotional maladaptations, dis- 
regard for the ordinary rules of health, and the accidents of 
ordinary life. We recognize that many sick people of the low 
income industrial groups do not have sufficient mental capacity 
or incentive to avoid illness. Even with munificent appropria- 


tions for public health, individual discretion nurtured by educa- 
tion might still be necessary in the avoidance of certain of the 


Vil 
193 


Vo_ume 112 
NuMBER 5 


common illnesses. The inexorable law of survival of the fittest 
is more difficult to suspend in people than in domestic animals 
for a number of reasons. In some instances even science must 
be content to provide an adaptation of the patient to his illness 
because prevention and cure are as yet impossible. If 60 per 
cent of the physician’s practice is composed of neuroses which 
frequently are disabling, what public health measures should 
we employ to aid the physician in this field? There is no 
recognized method available at present by which social, eco- 
nomic, constitutional, hereditary and environmental causes of 
human illness can be separately dealt with in its successful 
prevention. 

In planning to extend the scope of curative medicine, the 
technical committee has no doubt given thoughtful consideration 
to the extension of preventive services, an analysis of the causes 
of illness susceptible to public health supervision, wide oppor- 
tunity for the training of public health personnel, and a gradual 
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coordination and expansion of existing public health agencies 
as they fit into the picture. An improved quality of service 
by the doctor and a better appreciation of good medical service 
by the people are goals also worthy of attention. 

Above all, technical minds should realize that while expansion 
and improvement of the public health and curative service in the 
nation are long overdue, the individual has some responsibility 
for his health and that of his family, There is a possibility 
that medical science is being pressed too hard for cures of 
hereditary, constitutional and neglected disease. A_ health 
program based on the philosophy of chattelizing the industrial 
lower income group in order to fulfill its ideal is open to 
question in view of the marked advance now being made by 
proven but inadequately applied alternate methods. We must 
not lose faith in the ability of ourselves individually to accom- 
plish some measure of betterment in social and health matters, 
if given the enlightened guidance of education. 


OFFICIAL NOTES 


ANNUAL CONGRESS ON INDUS- 
TRIAL HEALTH 
First Annual Meeting, held in Chicago, Jan. 9 and 10, 1939 


Dr. Stancey J. Seecer, Milwaukee, in the Chair 
JANUARY 9—MoRNING 


Report of the Council on Industrial Health 


Dr. STANLEY J. SEEGER, Milwaukee: At the Atlantic City 
session of the House of Delegates in 1937 authorization was 
given the Board of Trustees of the American Medical Associa- 
tion to proceed with the organization of a Council on Industrial 
Health as a standing committee of the Board. This Council 
held its first meeting in December 1937. The plans of the 
Council include an investigation of present activities in the field 
of industrial health, the objective of this study being to outline 
problems of health in industry and to indicate what, at present, 
is being done about them. This conference represents one phase 
of this activity. 

Industrial health as a field of special medical interest is rela- 
tively young. The implication of the development of industry 
and the change in the practice of medicine effected by work- 
men’s compensation laws has not been sufficiently emphasized. 
That the leaders of organized medicine ir this country realize 
the importance of these problems is evidenced by the fact that 
in 1915 the Section on Preventive Medicine and Public Health 
of the American Medical Association conducted a symposium 
on industrial sanitation, and in every succeeding meeting similar 
material has been presented. An exhaustive review of the pos- 
sible effects of the then new workmen’s compensation laws on 
the practice of medicine was presented to the House of Delegates 
of the American Medical Association in 1915 by the Judicial 
Council, who visualized the new social conditions which would 
be faced by medical men in connection with workmen’s com- 
pensation in accident and in sickness. The tendency today to a 
wide extension of benefits under workmen’s compensation acts 
illustrates the vision of those who analyzed the future effects of 
these laws at that early date. 

The American Medical Association, because of its long stand- 
ing interest in industrial health, is cognizant of the excellent 
work which has been done in this field by various public health 
agencies and by private agencies as well. 

According to the last Federal census there were about forty- 
nine million gainfully occupied persons of whom nearly fifteen 
million were found in the industrial establishments where a large 
percentage of our occupational diseases and accidents occur. The 
majority of these workers are employed in small plants. Of 
the more than eight million persons employed in manufacturing 
plants alone, about one half are tound in factories with less than 
250 workers. These men and their employers must of necessity 
look to the practicing profession for leadership in the field of 
industrial hygiene. This statement is made with a full realiza- 
tion of the important part which public health administrators 
have played in the past and must play in the future in the 
development of programs of industrial hygiene. 


The terms “industrial health,” “industrial medicine,’ and 
“industrial hygiene” are today greatly in need of clarification to 
the entire medical profession. The ambiguous and varied use 
and interpretation of these terms lead to a lack of understanding 
regarding the points under discussion and also of the purposes 
of programs which may be initiated by governmental agencies, 
by industry or by the organized medical profession. The conno- 
tations of the words “occupational” and “industrial” in relation 
to disease are further evidence of the necessity of a careful anal- 
ysis of the terms used. The term “industrial medicine” has 
frequently. been identified with industrial hygiene, industrial 
medical service, contract practice, insurance medicine and welfare 
work. The Council has recognized the necessity for clarifying 
the confusion and chaos which exist today in the minds of 
physicians concerning the limitations and objectives of industrial 
medicine. The introduction and improvement of industrial medi- 
cal service open a vast complexity of problems. The relation- 
ship between industrial physician and management and the place 
of the physician in the factory await exact definition, as does 
the basis of relationship between the general practitioner and 
the industrial medical officer. 

The practicing physician, whose interest in industrial health 
is obvious, must attempt to orient himself in this vast field; he 
must study the objectives and the accomplishments of the impor- 
tant agencies at work on industrial health problems; he must 
attempt to understand the point of view of those in government, 
in the labor movement and in industry who have sought to 
improve the health of the worker. The position of the full-time 
physician in industry must be defined and the ethical relation- 
ships which his work engender@ must be reviewed, and defini- 
tions of terms used to designate various entities and practices 
must be formulated. The obvious dependence of the practicing 
physician on the industrial hygienist and the public health worker 
should be frankly stated and the efforts of these groups with a 
common objective should be correlated. In a similar spirit and 
in order to accomplish their professed objectives, public health 
workers both in industry and in governmental services must 
make a genuine effort to aid in the development of industrial 
health services through the agencies of organization of tie 
private physician. 

The deliberations of this conference should serve to outline 
the problems in this field and aid materially in their solution. 


SYMPOSIUM ON INDUSTRIAL RELATIONSHIPS 


The Physician in Industry and Organized Medicine 

Dr. Irvin ABELL, Louisville, Ky.: Organized medicine has 
throughout its existence considered that the preventive and 
curative health needs of all the people are best controlled by 
two agencies—public health administration and the private prac- 
tice of medicine. In the opinion of the majority of physicians 
there has been as yet no incontrovertible evidence that industrial 
medicine should not conform to this basic pattern. Public health 
administration has devoted a growing segment of its resources 
and interest to the control of industrial hazards for more than 
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a quarter of a century. The broadening nature of its present 
proposals, particularly the recent rapid extension of industrial 
hygiene bureaus into the state departments of health and the 
difficulties which have been encountered, are therefore viewed 
with uncommon interest. It is important to all practitioners 
that they become well acquainted with these bureaus not only 
as sources of information and assistance but because full useful- 
ness can never be attained by these agencies unless confidence 
and support are enlisted from all elements in the profession, 

Medical relationships in industry, as far as the individual 
physician is concerned, differ from ordinary practice in that the 
preventive aspects by reason of their clinical and technical com- 
plexity are more sharply set apart. In comparison, it can almost 
be said that industry has produced few new problems on the 
curative side. Nevertheless, so long as plants and workmen in 
good majority depend on part-time medical personnel, many 
physicians will be obliged to administer industrial hygiene on 
the one hand and continue their customary management of 
individual patients derived from industry on the other. These 
dual responsibilities are of first importance and not always 
realized even in professional circles. For some time to come, 
any movement to improve or extend industrial health must 
acknowledge first of all that in speaking of industrial hygiene 
and physical rehabilitation we are describing the several func- 
tions of the same set of practitioners. Indeed on occasion these 
functions may overlap, yet there is no incompatibility that suit- 
able training and ethical behavior cannot overcome. 

The Objectives of Industrial Medicine —It became apparent 
early that certain basic precepts must govern the attitude of 
organized medicine toward the modern industrial health move- 
ment. One of the earliest convictions to assume shape in our 
collective professional thinking was that the true domain of 
industrial medicine could be defined and that organized medicine 
had an obligation to see that such boundaries and limitations as 
were erected are well known and observed. To quote from an 
editorial in THE JouRNAL of some years ago, the objectives of 
industrial medicine should be: 1. To fit every person to types 
and quantities of work according to his ability. to perform such 
work continually without undue impairment, without injury to 
himself or his fellow workmen and with profit to himself and 
his employer. 2. To procure and maintain fitness for work 
through efforts applied to the worker as an individual, to groups 
of workers and to the work environment. 3. To educate the 
worker to a comprehension of the value and significance of 
physical and mental well being and in particular of personal 
hygiene and accident prevention. 4. To reduce all loss of time, 
absenteeism and short work spans in industry the cause of 
which may be related in any way to health. These frequently 
quoted principles are widely acceptable as a general statement 
of policy not only to private practitioners but to most industrial 
physicians as well. Few have expressed disagreement with the 
contention that the functions of industrial medicine should be— 
beyond specific legal requirements—confined to preventive prac- 
tice within the working place. Furthermore, all concede that 
no real progress will ever be made until the worker himself is 
led to assume an intelligent personal interest in his own physical 
welfare and the conditions of his working environment. Any 
aloofness which individual physicians may have demonstrated 
toward industrial practice and which has communicated itself to 
organized medical groups has arisen from the variety of con- 
ditions under which industrial health control has escaped from 
this definite framework. If one accepts these stated qualifica- 
tions as marking the attributes of acceptable industrial medicine, 
it becomes clear that many activities which by long association 
have come to be considered as functions of industrial health 
programs are not so at all.- The needs of certain industrial 
localities may have given rise to extended medical care, com- 
munity wide in scope and with the family as a unit. Such an 
arrangement may or may not have been necessary or adequate 
—in any case, it is not industrial medicine. Similarly, the physi- 
cian in an industrial community may supply a degree of manage- 
ment to individual cases arising out of industry which leaves 
nothing to be desired, yet by our definition he meets only par- 
tially the demands of a satisfactory industrial health program. 
To the extent that the physician in industry has been guided by 
these principles, to that same degree has he commanded a posi- 
tion of worth and respect in the eyes of the profession at large. 


Elevation of Standards.—Organized medicine has an obliga- 
tion to stimulate a widespread genuine interest in elevating 
standards of industrial practice. No other agency has in any 
approximate sense the opportunity to bring to the individual 
physician a real awareness of his place in the industrial setting. 
The whole background of enforcement of standards in other 
fields of medical interest provides easy transition to and con- 
centration on the clinical content in occupational diseases and 
injury. The entire fabric of the ethical code takes on unusual 
significance in its adaptations to the health control of the work- 
ing population. The condemnation of quackery and cultism is 
as important in industry as elsewhere. The provision of sound 
medical literature and the regular evaluation of clinical experi- 
ence and investigation are needed in industrial medicine quite 
as much as if not more than in other fields. Industrial health 
has benefited from every advance made by organized medicine 
in the direction of its own self improvement by controlled under- 
graduate instruction, by adequate standards of licensure, by 
supervised internships, residencies and fellowships, and by the 
appraisal of results based on clinical records, laboratory investi- 
gation, autopsy performance and hospital staff conferences. The 
industrial physician can expect to profit to the same extent as 
others by the upsurge of interest in postgraduate medical educa- 
tion and the development of standards for specialty practice out 
of which the public is constantly receiving improved medical 
service both in industry and out of it. It is recognized, of course, 
that the profession has not been uniformly well trained to a full 
comprehension of its preventive functions in industry. If medi- 
cal men are to maintain leadership in industrial health, much 
more attention will have to be directed toward a reasonable 
degree of preparation in the fundamentals of industrial hygiene. 
To overcome this lack of information is, as I visualize it, one 
of the primary objectives of the Council on Industrial Health. 
There is in organized medicine the immense advantage of 
structure. The community of interest which exists between 
national, state, county and local medical groups exerts a pro- 
found influence on the individual membership, in his medical 
society meetings, committee activities and personal associations. 
The formation of committees on industrial health which are 
being developed in the state medical societies and by predictable 
extension into the counties provides a machinery for cooperative 
enterprise the ultimate accomplishments of which are incalcula- 
ble. As this arrangement perfects itself, working relationships 
will be established between all agencies having a legitimate 
interest in industrial health. Few physicians then will be able 
to complain of poor or absent sources of information for the 
solution of industrial problems and very few outside the pro- 
fession that proper medical interest is not ably and intelligently 
represented. Organized medicine reaffirms its conviction that 
no industrial health system can ever be considered worthy of 
that name unless the worker himself is constantly upheld as the 
central object of all effort, all planning and all reform. As long 
as this attitude prevails and reflects a single-minded purpose, 
then can labor, management, the government and all elements 
within the medical profession meet on common and substantial 
ground. 

The Physician in Industry and the Employer 


Dr. C. D. Sevsy, Detroit: The physician was first employed 
by industry to treat occupational injuries. Although the 
employer was the responsible party and the physician acted as 
his agent, the relationship was principally that of doctor to 
patient and as such it did not differ from the relationships which 
characterize private practice. The doctor was not an integral 
part of the employer’s organization. Out of this original 
arrangement has been evolved a working plan which integrates 
the doctor with industry and also utilizes his abilities in the field 
of preventive medicine, something new in principle and practice 
to both medicine and industry, 

For complete understanding, it is necessary that the employer’s - 
medical needs be considered: 

1. Medical and Surgical Care—The ordinary surgical and 
medical functions of the doctor in industry may be dismissed as 
not differing from those of private practice. The physician 
furnishes the services either directly or through consultants. 
From this point on, industrial medicine diverges from private 
practice and assumes an individuality peculiar to industry which 
determines the relations of doctor to employer. 
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2. Control of Exposures—Employers do not wish to see 
workmen harmed through occupational conditions, and they are 
willing to furnish reasonable protection by way of mechanical 
safeguards, exhaust systems, changes in processes, and so on. 
The physician is in a position to observe the results of failure 
of protective measures and is called on to treat the resulting 
conditions occurring among the exposed workmen. 

3. Physical Supervision.—This is the term commonly applied 
to physical examinations of workmen. No one but a plant physi- 
cian can adequately render this service. 

4. Records—For the fair evaluation of compensation claims 
and the maintenance of the health of employees, fairly complete 
records of each workman’s contacts with the doctor are essential. 
The employer expects him to keep such records. The employer 
looks to the doctor for guidance in making his plant safe and 
healthy and depends on him for safe placement of new workmen, 
the continued safe employment of all workmen, prompt and 
effective treatment of occupational injuries and diseases and 
unbiased opinions as to the validity of claims for compensation. 

For managerial purposes the health service is usually placed 
in the personnel department. An able personnel manager can he 
very helpful to the doctor. He pleads with the employer for 
him, he supports his decisions and he correlates the medical with 
the other personnel functions. Ina small plant the doctor should 
report directly to the employer. To merge the medical with 
the employment function is likely to circumscribe the medical 
and make the employment features of the service dominant. 
Likewise to merge it with a compensation department has a 
similar effect, except that it then becomes chiefly an accessory 
in the settlement of claims. 

For the broad application of medical knowledge to the benefit 
of employee health, it is necessary for the doctor to be high 
enough in the management structure to avoid the influence of 
special but limited interests. For determination of the medical 
functions that have a useful application in industry the employer 
is dependent on the doctor, but his acceptance of the doctor’s 
recommendations is influenced by his confidence in him. To 
gain the employer’s confidence he must demonstrate his worthi- 
ness as a physician and evidence sufficient knowledge and interest 
in the employer's primary objective to justify confidence. The 
employer’s primary objective is the maintenance of a productive 
working force at a cost that permits profitable manufacturing, 
and he knows that industrial medicine is capable of making a 
considerable contribution toward that end. 


The Industrial Physician and the Employee 

Dr. Loyat A. Suoupy, Bethlehem, Pa.: There is a differ- 
ence between the physician who spends his full time in an 
industry and the one who spends an hour or two a day or 
week and the rest of the hours in private practice. There is 
a difference between the physician who spends his full time 
in the industry and the physician who sets up a_ so-called 
industrial clinic, giving his time mostly to the minor surgical 
needs of the various industries in that district. In some indus- 
tries the force will be entirely male, in others predominantly 
female, and in others there may be an equality of the sexes; 
but the broad principle of relationship between the industrial 
physician and the employee remains the same. We who have 
been in this work for twenty or more years have seen a shiit- 
ing of emphasis from the curative stages of medical care to 
preventive work and health education. We have seen the 
trend from the surgical phase, then the medical phase, the 
job placement phase, the supervision, the cooperation with 
the engineering group, the control of exposures, and all to 
the end that better working conditions shall prevail. 

I should like to discuss my idea of the type of physician 
who should be in industry. The practice of medicine is an art 
and if there is any phase of medicine which requires an artist 
it is the industrial phase. Unless a man has a real calling 
for the work, real love for his fellow man, he should not 
enter this field. A man presenting himself for examination 
for a job has a right to expect that he will be given every 
consideration, that he will be allowed to work and that if 
found unfit for one job he will be recommended for other 
work for which he is physically and mentally fit. He has a 
right to expect a thorough examination, to know the results and 
to believe and to know that this communication is privileged. 
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Physical examinations of the men and women who apply for 
jobs should be conducted in a pleasant, courteous and friendly 
manner. The doctor at this time has an opportunity to impress 
on the man the necessity for keeping himself in good health 
and to point out any dangers that may be connected with the 
job. He should tell that man, if he deems it necessary, to 
report for reexamination or check-up. It is his duty to see 
that no man is placed in a job where he will be a danger to 
himself or to others. Medical service must be confined to 
accidents while on duty and occupational sicknesses or any 
emergency treatment of the illness occurring on duty. The 
employee may receive a periodic examination at any time, and 
any condition found in such an examination should be reported 
to the physician of his choice, so that he may receive proper 
treatment. An employee should be assured that the results of 
examination are confidential and retained in that manner by 
the industrial physician and he should receive the same con- 
sideration and attention as he would receive in the private 
office of his own physician. There should be no preference 
given to any class of employee, office or shop, labor or super- 
visor. The extent to which this is carried out will become a 
large factor in an employee-physician relationship, and the 
attitude of an employer relative to the physical well-being of 
his employees is directly reflected by the physician in his daily 
contact with the employees. As a member of a_ personnel 
organization, the physician must train himself to feel that he is 
definitely a part of the industrial machine—a member of the 
same dinner-pail carrying gang that makes the wheels go round. 
He alone of all the management machinery is best entitled, 
with the exception of the immediate superior, to call employees 
by their first names, and this aura of familiarity can be per- 
petrated with no loss of dignity, provided it is rightly done. 
Sometimes the employee expects too much, in that he expects 
the physician to care for ills which are not directly connected 
with the industry or to treat him for an accident which had 
no connection with his job. At times this presents a difficult 
situation, but the medical department of any industry should 
establish the fact that it is there only for the conditions arising 
in and out of the industry and if a man becomes ill on the job 
from another cause and it is necessary for him to leave the 
job, he should by all means be referred to his family physi- 
cian and the physician in industry should cooperate with the 
family physician. 

The problems are many, varied and interesting. There is 
no place where one comes in such close contact with the work- 
ing man as in the plant clinic and it is here that the greatest 
lessons in health can be put over. The all-day clinic is a 
great melting pot for human experience. Sometimes a man is 
unhappy. Relations with the men about him or with his fore- 
man are a constant source of irritation. The right mental 
conditions are as important to the welfare and efficiency of 
workers and have as much to do with output and profits as 
do physical conditions. I know there are men who can always 
find some new ache or pain and are willing to swear that the 
job they are doing is the cause. The doctor must carefully 
examine the man and guard against permitting such men to 
blind him to the real ills of the honest man, and the employee 
has the right to appeal to the industrial physician through his 
sickness to continue on the job and to appeal to him for a 
change if found necessary. I believe that to no other man is 
given as great an opportunity to promote a better mutual 
understanding and relationship between the employer and 
employee as is given the doctor. He should understand the 
workings of the plant and must at all times work in harmony 
and cooperation with the various departments. Mental ail- 
ments need treatment. Harsh words, sarcasm from a_ super- 
intendent gives to the doctor his hardest job. Fears of all 
kinds, discontent, lack of a living wage, worry of sickness, 
trouble at home, a love affair, bad habits and innumerable other 
things undermine the health of employees and it is as essential 
to remove these conditions as it is to tie up a cut finger. 
Perhaps you will say that these are not industrial problems ; 
nevertheless they are problems in the day’s work. I feel that 
the personal relations between the doctor and the employee are 
of great value. An employee wants to feel that the physician 
in the industry is what we call a good doctor, that the physi- 
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cian has his well-being at heart, that the physician understands 
him and his job, that the physician is fair in all his dealings 
with all the men, that the medical clinic is the place where 
he can turn when in trouble. While not all of this is a func- 
tion of medicine, listening to other people’s troubles has become 
an obligation to physicians, whether in the home or in the 
factory. It is a tribute that the whole world pays to the 
physician, The plant doctor should betray no confidences. He 
must at all times be fair. His position as adviser to the 
employer and big brother to the employee, although delicate, 
has opportunities which he must recognize in order to succeed 
as a plant doctor. Things may break badly for the lowest 
man in the plant the same as for any one else. ‘There are 
times when a cheerful word means more to a man than you 
can tell. If a corporation has no soul, it is the physician's 
duty to put a soul into it. 


Industrial Health and the Private Practitioner 


Dr. Roscor L. SENSENICH, South Bend, Ind.: It has been 
reported that 98 per cent of American industries employ less 
than 500 men each. In the ninth largest industrial state there 
are 3,964 industrial plants, of which 85 per cent employ less 
than 100 workers each, All these groups have problems of 
industrial health. The manner in which their medical and 
surgical needs are served varies accordingly. The larger 
organizations employ physicians and surgeons on a _ full-time 
basis for a fixed compensation. The actual number of physi- 
cians occupying such positions is not available, but the Ameri- 
can Medical Directory records only 345 who reported that 
they were limiting their work to this field. Industrial medi- 
cine and surgery was reported by 1,054 physicians as their 
special interest. For additional income these physicians are 
permitted to carry on such private practice as time not required 
in the company service will permit. However, the company 
service is the major commitment to this group of physicians. 
Lesser industries are served in the main by modifications of 
private practice. Individual surgeons or professional partner- 
ships of surgeons frequently maintain headquarters manned at 
all times for emergency service. These serve a number of 
establishments on varied types of contractual or fee schedule 
bases. Practitioners whose major practice is private are called 
or consulted by prearrangement as needs develop in certain 
establishments. Other private practitioners may be less closely 
related in that they are designated by insurance companies as 
ones who may be called in emergencies and have no part in 
safety or preventive medicine. Such services as are required 
are generally paid in accordance with a fee schedule previously 
fixed by the employer or insurance company. 

From the foregoing study it is apparent that the contact of 
physicians with industrial health varies from one of major 
interest and livelihood to that of minor interest and more or 
less accidental employment because of immediate availability 
in an emergency, for which they are paid on a fee basis. The 
fee basis is generally fixed at a level below the standard for 
private practice. This classification is obviously according to 
the financial plan of employment. In professional qualifications 
this may represent the difference between a carefully selected 
and thoroughly capable man and one less capable, whose selec- 
tion has been determined at least in part by his willingness 
to serve according to the terms of a fee schedule on a basis 
not generally acceptable. 

The medical service provided varies from the highest type, 
embracing research in the physiology of work and the influence 
of varying conditions under which the work is carried on, 
preventive medicine, instruction in hygiene, and safety mea- 
sures. Diagnosis and care of disease conditions and injuries 
arising from employment are carried on under the direction 
of capable medical men. The other extreme may include only 
the minimum of medical and surgical service required by law 
and given by men of less training, having no special interest 
in industrial health, employed only when called. Even with 
these variations it is evident that there is nothing incompatible 
between the medical and surgical service of industrial health 
and private practice. The private practitioner has more often 
treated the major-interest industrial surgeon with what has 
been described as a noticeable “aloofness.” Less frequently he 
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has been openly critical of the industrial surgeon’s attitude 
toward company employees or of his personal business prac- 
tices. The industrial surgeon in turn has generally assumed a 
position of belligerent defense toward his critics, or frequently, 
if on part-time private practice, he has aggressively used all the 
advantages of his industrial connection in a drive for personal 
medical gain. 

It is to be regretted that, with some employers, willingness 
of some medical men to accept contracts for a low salary has 
been too highly rated as a qualification for employment as 
industrial health surgeons, and character of service has suf- 
fered. A_ better appreciation of the value of good medical 
supervision and service to industry should rapidly correct this 
condition. Society requires that the employee shall be pro- 
tected against unnecessary hazard and that he shall be given 
medical care and compensation in the event that he suffers 
illness or injury by reason of that employment. The law 
requires that the employer give evidence of his financial ability 
to carry out legal requirements as to medical care and com- 
pensation or that he carry insurance with a_ responsible 
insurance company. The financial motive directs that it is 
advantageous to the employer to require at least some measure 
of examination to determine the physical and mental condition 
of the prospective employee before assuming contractual rela- 
tions of responsibility for what may happen in the event of his 
employment. 

The employer may entertain an interest in the well-being of 
his employees. However, the insurance company is a_ step 
further removed from the employee than the employer and is 
concerned in preventive measures only so far as they diminish 
the chances of losses which may be sustained because of com- 
pensable conditions resulting from employment. It is not a 
producer of things but is dependent for its profits on the satis- 
factory adjustment of claims for injuries or disease resulting 
from employment. Finally, and of paramount importance, are 
the health interests and financial interests of the employee for 
whose protection all these provisions have been set up. It is 
presumably in his interests that the industrial physician is 
employed. The extent to which his interests are given con- 
sideration and the fairness of established policies are ques- 
tioned at times by representatives of employees. It is at this 
point that the industrial physician and the private practitioner 
most often meet. 

The industrial physician serves both the employer and the 
employee in all his efforts in disease and accident prevention. 
The physician is obviously interested in protecting his employer 
against malingerers and against unwarranted claims by 
employees. Concerning the latter, there may be grounds for 
difference of opinion, The treatment given an employee may 
not be satisfactory to the employee or his family. This posi- 
tion of the industrial physician is difficult in that in some 
states the employee must accept the services of the physician 
named by the employer or, if he seeks other medical care, the 
employer is not liable for the fees. Finally, in compensable 
conditions the industrial physician may be placed in a position 
in which he is supposed to represent two parties whose inter- 
ests may be directly opposed. Therefore, if the employer and 
the industrial physician do not offer the consultation service 
of a neutral consultant, the employee is forced to employ a 
physician in private practice to present medical evidence before 
legal adjudicating boards. Many times the private practitioner 
presents opinions at variance with those presented by the indus- 
trial physician. 

It has been charged that the private practitioner too fre- 
quently appears as the advocate of the employee in exaggerated 
claims. The private physician may have little or no experi- 
ence in the condition under question and therefore he has been 
described as having a tendency to testify according to such 
theories as he may develop rather than according to knowl- 
edge generally accepted by those of greater experience. On 
the other hand, there is complaint of failure of industrial 
physicians to utilize the services of specialists in private prac- 
tice in the diagnosis or treatment of conditions for which they 
have not had training or experience comparable to specialists 
in their community. Present methods of fixing responsibility 
and determining degree of disability as a result of conditions 
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of industrial employment tend to emphasize any difference of 
opinion and accentuate this suggested divergence of interest 
between the industrial physician and the private practitioner. 
Private practitioners point out that the part-time contract 
industrial physician who spends the remaining time in private 
practice is placed in an advantageous position with the employ- 
ees of his company to obtain private practice. Private prac- 
titioners point out that the industrial physician is attached to 
both the welfare and personnel departments generally and 
passes on physical fitness for employment. The implication 
follows that it is advantageous to court the friendship of the 
industrial doctor. Complaint has been made of the utilization 
of plant x-ray or other laboratories, installed primarily for 
employment examinations and care of minor conditions result- 
ing from employment, in the diagnosis or care of conditions 
not related to employment. It is said that in some instances 
these facilities are used by industrial physicians in private prac- 
tice in competition with private practitioners. Systems of 
group insurance medical service are said to have been estab- 
lished and are carried on by the industrial physician in com- 
petition with private practice. Obviously, there is no mystical 
formula which can be applied to adjust so many and varied 
points of contact. However, a general view of the matter 
suggests that the principal causes of tension might be elim- 
inated by action directed along the following lines: 

1. Improvement of the medical standards of industrial health 
activities. Provision should be made for better education in 
industrial health. There would seem to be ample ground for 
a certain degree of specialization if study and control of con- 
ditions of labor, light, ventilation, noise, posture, character of 
effort required, fatigue, exposure to deleterious substances and 
relation of trauma to disease are given adequate study. Recog- 
nition of specialization in this field to such an extent as may 
be logical and helpful may be suggested. On the other hand, 
there should be greater utilization of the established specialties 
in other fields of medicine, in consultation and care of certain 
diseases developing in industry. Specialization might seem to 
be inconsistent with compensation laws in various states which 
now permit employees to select their own surgeons for treat- 
ment of industrial injuries. However, experience in speciali- 
zation in other lines suggests that recognition by the public 
that special training in a field tends to attain better results 
prompts the selection of better trained men in each specialty 
by those who choose to select their own surgeon. Further 
study should be made of the experience in those states in 
which free selection of surgeons in industrial cases is now 
permitted. Perhaps some modification of these plans would 
be helpful. Industrial physicians should not assume at com- 
pany expense treatment of conditions not properly belonging 
to industrial health. 

2. Cooperation in the creation of such intraprofessional 
machinery as will provide examination by neutral consultative 
groups of employees presenting claims for adjudication. When 
legally admissible, the reports of their conclusions should be 
submitted to industrial boards or courts. This would tend to 
avoid the presentation of conflicting material concerning claim 
cases before legal boards composed of laymen who are forced 
to make conclusions and awards from this basis. It would 
tend to discourage the overemphasis of minor observations and 
presentation of unfounded claims for conditions alleged to be 
the result of employment. The relationship between industry 
and the private practitioner is becoming more complicated 
because of recent dissatisfaction on the part of labor. Require- 
ments for employment, discharge for physical incapacity and 
the like have been opposed. In some instances labor unions 
have hospitalized employees having claims, under physicians 
employed by the unions. Evidence thus obtained has then been 
presented by the physicians and lawyers employed by the 
unions. Acceptance of employees having minor impairments to 
employment for selected duties would necessitate a much closer 
contact and cooperation between industrial physicians and 
private practitioners. The Wayne County Medical Society, 
Detroit, has just completed the organization of means to adjust 
differences between attending physicians and insurance com- 
panies in matters of question between them. This is a very 
valuable step in the right direction. 
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3. Cooperation of industrial physicians and private practi- 
tioners in exploration and determination of boundaries of indus- 
trial health and private practice. The employer, the employee, 
the industrial physician and surgeon, and the private practi- 
tioner need more knowledge about the problems of individual 
health in industry. Industrial medicine may contribute much 
to medical knowledge in preventive medicine through research, 
by reason of the opportunity to observe the effects of labor 
on large groups under conditions approximating those of con- 
trolled experimentation. New technics in treatment of indus- 
trial diseases may be developed because of the opportunity to 
observe large groups. On the other hand, because of the 
limitations to which specialization may be developed within 
the field of industrial medicine and the restricted scope of 
treatment properly belonging to industrial medicine, it must 
always be dependent on the clinical research and broader clini- 
cal experience of private medical practice for basic medical 
information. Medical and surgical conditions require the 
same treatment, regardless of the cause, in industry or out 
of industry, and it is evident that such differences as have 
been apparent between industrial medicine and private prac- 
tice are the result of the financial and legal factors which 
influence employment and industrial practice. However, pri- 
vate practice has always operated as a check against harm- 
ful tendencies and a balance against destructive economic 
practice. So long as private practice is free from control 
it will continue to do this. Industrial medicine will be 
respected in proportion as it will apply itself to the advance- 
ment of accident prevention and the maintenance of the health 
of the worker within the boundaries of industry, provided the 
material interests of industry are not permitted to introduce 
between the industrial surgeon and his employee patient ele- 
ments prejudicial to the best interests of the employee and 
inconsistent with the ideals set up for private practice. 


DISCUSSION ON INDUSTRIAL RELATIONSHIPS 


Dr. A. S. Leven, Chicago: It is fitting that the first 
Annual Congress on Industrial Health by the American Medi- 
cal Association has been opened with a symposium on the 
relationship of organized medicine toward the physician in 
industry and the relationship of the- industrial surgeon to the — 
private practitioner. The introduction of medical service into 
industry has been a laborious task. Although industry deals 
with machinery, materials and labor, it does not regard all 
three in the same category. Many industrialists have as yet 
failed to realize the full importance of the fact that a healthy 
worker steadily employed or a sick worker quickly restored 
to health means more profits for industry. Many industrialists 
have failed to realize that the maintenance of the worker's 
health is of more importance than the maintenance of machines. 
Many industrialists still regard the worker as of secondary 
importance. Industry itself has been an obstacle in the intro- 
duction of medical service into industry. Only in recent years, 
owing to pressure of labor groups, social agencies, govern- 
mental and legislative bodies, and persistent educational pro- 
cedures on the part of organized industrial medicine, has the 
health of the worker and his working environment been con- 
siderably improved. The medical profession, especially organ- 
ized medicine, has also been an obstacle to the introduction of 
medical service into industry. Had the medical profession as 
a whole taken a more active part in educating industry to the 
tangible value of medical service, to the health of the workers 
and to healthful working conditions, this attitude might have 
been changed long ago. But the medical profession until 
recently looked down on industrial medicine. Because of these 
facts, industrial medicine and surgery has had in previous 
years a slumberous career. Only recently has the American 
Public Health Association seen fit to establish a Committee 
on Standards of Practices in the problems of compensation 
and of industrial diseases. Only recently has the American 
College of Surgeons seen fit to put forth a program of the 
American College of Surgeons in industry. Where has organ- 
ized medicine been with reference to the problems of the 
physician in industry? During these times industrial physi- 
cians have organized and today industrial medicine and sur- 
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gery has become a unified body and finds expression in such 
national organizations as the American Association of Indus- 
trial Physicians and Surgeons, the Association for the Advance- 
ment of Industrial Medicine and Surgery, and various local 
and state industrial medical specialty societies. Slowly, but 
surely, industrial medicine has become a penetrating influence 
in the world of industry and in the medical profession as a 
whole. Industry is beginning to give the industrial surgeon 
the respect and the acknowledgment which he deserves. 
Organized industrial medicine and surgery has disseminated 
accurate medical knowledge with reference to the diagnosis 
and latest methods of treatment and evaluation of all condi- 
tions arising in the course of employment. Today our social, 
political and economic standards are rapidly changing to new 
forms, and as physicians and as citizens we are greatly affected 
by these changes. Organized industrial medicine will help the 
entire medical profession to progress. In addition to his actual 
professional knowledge, the industrial surgeon must have con- 
tact with and knowledge of medicolegal, medico-engineering 
and socio-economic problems, which are rarely encountered in 
the routine of the private practice of medicine. Testimony on 
questions of permanent injuries and evaluation of disabilities 
involve the industrial surgeon in a proposition that is not the 
usual sphere of the average practitioner. There is only one 
common ground on which medical analysis of a physical handi- 
cap can stand, and that is the status of function. Only the 
physician trained or experienced in industrial medicine and 
surgery, or the orthopedist or traumatic surgeon, is capable 
of determining fitness through analysis of function. By giving 
industrial medicine the recognition it deserves, organized indus- 
trial medicine will be stimulated toward greater efforts and 
efficiency and will be able to attract other competent physi- 
cians and surgeons to this special branch of medicine. 

Dr. Austin Haypen, Chicago: According to the last 
speaker, organized medicine is behind the times. Here in Chi- 
cago I have known industrial surgeons for a long time and 
they have been conspicuous by their absence in the councils 
of the Chicago Medical Society and the American Medical 
Association. In the Board of Trustees, where this Council 
originated, at the time it was being originated I took occasion 
to look. back through the files of Tue JouRNAL OF THE 
AMERICAN MepicaLt AssoctaTion for five years, and I came 
to the ‘conclusion that at least a third of the articles were 
quite obviously connected with industrial medicine in one phase 
or another. The American Medical Association is delighted 
to have this gathering here this morning. We look forward 
to the development of every phase of industrial medicine as 
it has to do with private practitioners and practitioners who 
limit their activities to industrial medicine and, far from being 
asleep, I think the march of medicine in industry in the United 
States has been as great as the march of medicine itself has 
been in this country compared to the march of medicine else- 
where in the world. After all, doctors have to do with human 
beings. The American Medical Association has been called 
“the family physician of the American people,’ and the indus- 
trial surgeon is an important part of that. Within the last 
two months I have been engaged in the determination of the 
deterioration of hearing in industry where workers were sub- 
ject to a large amount of noise. The object of that was for 
the company’s protection as well as for the worker's protec- 
tion. It is simply an extension of the general physical exami- 
nation which most companies require of their employees, and 
we found to our amazement that men who had been subject 
to 105 decibels of steady noise—which is a very heavy noise, 
up to, under some circumstances, 125 decibels, which is about 
equal to the explosion of a small cannon, within a period of 
months—showed, without exception, a reduction in the upper 
scale of the hearing range. It seems to me that men with 
imperfect ears, if they desire to be placed in that particular 
department of this corporation, should know when they go 
in that there is a risk. The company is anxious that they 
know they are encountering this risk. They should know what 
amount of hearing they go in with and what amount of hear- 
ing they come out with, and that should be a responsibility 
mutually between the employer and the employee. It is the 


beginning, in industrial medicine, of the conservation of human 
beings and the safeguarding of the interests of the employer. 

Dr. Joun N. Hotcoms, Grand Rapids, Mich.: In the chair- 
man’s introductory remarks it was of interest to me to hear 
of those on full time, those under part time, those under con- 
tractual arrangements and those who were free lance. There 
was also brought out the question as to the number of organi- 
zations. If that percentage follows through, it is evident that 
a substantial amount of this work is being done by men per- 
haps like myself, who are free lance, so to speak. The ques- 
tion came with regard to the financial returns. It has been 
my particular observation that good companies are looking for 
service rather than price. The question of examination enters 
into the picture. So far as preemployment examination and 
continued employment examination are concerned, that must 
be classed definitely as an instructive type of examination. 
The type of examination directed toward the elimination of 
the employee should be decidedly discouraged and unknown 
in the field. The surgeons in general are very much in har- 
mony with that thought. We must not adopt standards so 
high as to bar from employment the average man who wants 
to work. A highly important thing is that legislation should 
be so made, so built up, that it gives men an opportunity to 
work without undue discrimination or undue expense to the 
particular employer. For those of us who are located in 
smaller towns which have no industry large enough to support 
a man independently, it is necessary from an economic stand- 
point that a man be not limited to carry on with one single 
company. With that in mind we must recognize that there 
are none of us who probably are capable of handling all the 
particular situations that come up. It seems evident that a 
man doing good, constructive work of this type is certainly 
going to call on those men who specialize in that particular 
field. 

Mr. Marsuatt Dawson, Washington, D. C.: The United 
States Bureau of Labor Statistics has recently completed a 
survey of workmen’s compensation administration which is, geo- 
graphically, probably the widest thing that has ever been done, 
because it has covered the United States, Canada and Puerto 
Rico. If industrial physicians, becoming acquainted with such 
situations as have been pointed out by Dr. Hayden, would 
route that information into some central clearinghouse inter- 
ested in labor, either the United States agency for promoting 
vocational rehabilitation or the United States Bureau of Labor 
Statistics, a great deal of good might be done. The agency 
charged with the task of vocational rehabilitation may 
anxious to place certain deaf persons, for instance, in just 
those processes. You can readily see that the remarks of 
Dr. Hayden have opened up possibilities not only for giving 
employment to certain men who find it difficult to find employ- 
ment but the opportunity for saving the hearing of men with 
normal hearing. I simply pass on the suggestion that any of 
you who have become acquainted with such special situations 
as those commented on by Dr. Hayden report the matter, with 
the name of the industry in which the occurrence is taking 
place, either to the Bureau of Labor Statistics or to the United 
States Office of Education, the Department of Vocational 
Rehabilitation. 

Dr. Seecer: I think it will be of interest, in connection 
with Mr. Dawson’s remarks relative to clearinghouse possi- 
bilities, that one of the early arguments favoring the formation 
of the Council on Industrial Health was advanced by the 
Section on Dermatology and Syphilology of the American 
Medical Association with this very point in view. Dermatol- 
ogists, as you know, both in private practice and in the United 
States Public Health Service under Dr. Schwartz, have done 
a tremendous amount of work in the field of industrial der- 
matology, and it is desirable because of the presence of der- 
matologic conditions in industry to disseminate information to 
men who practice without the opportunities of clinical material. 
The possibility of a clearinghouse for various fields is being 
reviewed by the Council, but it is, as Mr. Dawson and all of 
us must realize, a tremendous task and offers some very prac- 
tical difficulties which I hope, as time goes on, it will be pos- 
sible to solve with your help. 
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Dr. Loyat A. Suovupy, Bethlehem, Pa.: I still want to say 
that what industry wants and what the employee wants is the 
good doctor in industry. We want it from the standpoint of 
the employer and we want it from the standpoint of the 
employee. Dr. Marble is going to go ahead on that. 


Dr. H. C. Marste, Boston: I agree with Dr. Shoudy that 
what is needed in industrial work is better doctors; as better 
doctors become interested in the treatment of the industrial 
sick and injured, the problem will take care of itself. Our 
problem in the future is the problem of education, the getting 
of adequate teaching in the medical schools, the getting of 
better teaching in the graduate schools. Until we get more 
training, more graduate teaching in our medical societies, our 
discussions about the inadequacy of certain physicians avail 
nothing. We have got to have better doctors doing industrial 
work. 


Mr. E. T. Buckincnam, Bridgeport, Conn.: Might I ask 
a question? The doctor from South Bend, Ind., brought up a 
question that is very interesting to us commissioners, where 
we have a hearing and one doctor says “Yes” and another 
doctor says “No” and then you select a third. How do you 
arrange for the payment of the third physician? We are 
troubled with that problem all the time. 


Mr. Dawson: In most states that amount is charged 
directly to the insurance carrier. Most compensation admin- 
istrations do use that impartial physician. 


Dr. Haypen: Maybe the reason you had to bring in a 
third party was that the original physician or employer or 
employee did not have the proper standards by which to eval- 
uate their observations. Dr. William P. Wherry is interested, 
for the Council on Physical Therapy is evaluating hearing loss 
in the same way that the original evaluation was done in 1916, 
beginning in the Section on Ophthalmology of the American 
Medical Association, for vision. When that is done, when we 
can come before a court and say that a man is disabled to a 
certain extent and to exactly what extent he is disabled by a 
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certain hearing loss, maybe the necessity for third party 
consultants will be much less. I should like to hear from 
Dr. Wherry. 

Dr. W. P. Wuerry, Omaha: The program has not as yet 
gotten far enough under way to discuss it. I would prefer to 
hold that for a later date. 


(To be continued) 


RADIO BROADCASTS 


The fourth series of programs broadcast in dramatic form 
portraying fictitious but typical incidents of significance in rela- 
tion to health by the American Medical Association and the 
National Broadcasting Company, entitled “Your Health,” began 
Wednesday October 19 and will run consecutively for thirty- 
six weeks, The program is broadcast each Wednesday over the 
blue network of the National Broadcasting Company at 2 p. m. 
eastern standard time (1 p. m. central standard time, 12 noon 
mountain time, 11 a. m. Pacific time).1 

These programs are broadcast on what is known in radio 
as a sustaining basis; that is, the time is furnished gratis by 
the radio network and local stations and no revenue is derived 
from the programs. Therefore, local stations may or may not 
take the program, at their discretion, except those stations 
which are owned and operated by the National Broadcasting 
Company. 

The next three programs to be broadcast, together with their 
dates and their topics, are as follows: 

February 8. Avoiding Arthritis. 

February 15. Healthy Hearts. 

February 22. Cancer Can Be Cured. 


— 


1. Owing to program conflicts, there will be no Chicago broadcast of the 
network program. Instead, a recording of the program. will be broadcast 
over station WENR at 8 p. m. each Wednesday. This recording will be 
an identical rebroadcast of the network program broadcast earlier the 
same day. 


MEDICAL LEGISLATION 


MEDICAL BILLS IN CONGRESS 


Bills Introduced.—S. 569, introduced by Senator Hatch, New 
Mexico, proposes to extend the provisions of the United States 
Employees’ Compensation Act to enrollees in the Civilian Con- 
servation Corps suffering disability or death resulting from 
injury while in the performance of duty. S. 672, introduced by 
Senator McKellar, Tennessee, and H. R. 1520, introduced by 
Representative Taylor, Tennessee, propose to indemnify certain 
named physicians in the amount of $10,000 each for loss of prac- 
tice due to the flooding of areas in which they formerly engaged 
in practice, resulting from the construction of the Norris dam. 
S. 1007, introduced by Senator Bone, Washington, provides that 
the licensed personnel of the Bureau of Marine Inspection and 
Navigation, Department of Commerce, regularly engaged in the 
inspection of steam and motor vehicles, and the licensed local 
pilots actively engaged in piloting vessels in the United States 
waters shall be entitled to medical relief without charge at the 
hospitals and other stations of the United States Public Health 
Service, under the rules and regulations governing the care of 
seamen of the merchant marine. S. 1021, introduced by Senator 
Sheppard, Texas, proposes to extend the benefits of the United 
States Employees’ Compensation Act to members of the Officers’ 
Reserve Corps and of the Enlisted Reserve Corps of the Army 
who are physically injured in line of duty while performing 
active duty or engaged in authorized training. H. R. 1950, 
introduced by Representative Bland, Virginia, proposes that 
commissioned officers of the United States Coast and Geodetic 
Survey and their widows, children and dependent parents shall 
be entitled to the benefits administered by the Veterans’ Admin- 
istration under the same regulations and restrictions as are or 
may be provided by law with respect to officers of the Army, 
Navy, Marine Corps and Coast Guard. H. R. 1985, introduced 
by Representative Robsion, Kentucky, proposes to reenact all 


laws in force on March 19, 1933, granting presumptive service 
connection of disease or disabilities to World War veterans. 
H. R. 2296, introduced by Representative Rankin, Mississippi, 
proposes that, after the date of enactment of the bill, any World 
War veteran suffering from paralysis, paresis or blindness or 
who is helpless or bedridden as the result of any disability may 
be awarded compensation under the laws and interpretations 
governing this class of cases prior to the enactment of the 
Economy Act of March 20, 1933. H. R. 2893, introduced by 
Representative Izac, California, proposes that hereafter retired 
enlisted men of the Army, Navy, Marine Corps and Coast 
Guard, when hospitalized or domiciled in either an Army or 
Navy hospital or United States naval or United States soldiers’ 
home, shall be extended such treatment or domiciliary care with- 
out cost. H. R. 3055, introduced by Representative Randolph, 
West Virginia, proposes to provide for the retirement of nurses, 
attendants or orderlies in any neuropsychiatric hospital or ward 
in any hospital operated by the government of the United States 
after the completion of twenty-five years of service. H. R. 3115, 
introduced (by request) by Representative Buckler, Minnesota, 
proposes to extend the status of veterans of the World War 
to persons enlisted and serving on United States Shipping Board 
vessels during the World War in war zones. H. R. 3137, intro- 
duced by Representative Spence, Kentucky, proposes to authorize 
an appropriation of $350,000 to construct a hospital building of 
146 bed capacity at the Veterans’ Administration Facility, Lex- 
ington, Ky., “to provide adequate hospital and outpatient dis- 
pensary facilities to care for veterans entitled to hospital care 
and treatment under the laws and regulations administered by 
the Veterans’ Administration.” H. R. 3214, introduced by 
Representative Geyer, California, proposes to authorize an appro- 
priation of $2,500,000 to construct a marine hospital at Los 
Angeles Harbor, Los Angeles. 
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STATE MEDICAL LEGISLATION 
Alabama 

Bill Introduced—H. 56 proposes to require the governing 
body of each county to appropriate annually a sum equivalent to 
not less than 20 cents per capita of the population of such 
county, to be used for the maintenance and operation of a full 
time county health department under the direction of the county 
board of health and the county health officer and subject to the 
supervision and control of the state board of health. 


Arkansas 

Bill Introduced—H. 101 proposes to prohibit the operation 
of a hospital unless licensed by the state board of health. The 
board is to be authorized to revoke the licenses of a hospital 
having “sanitary conditions and ethical conduct” contrary in 
the opinion of the board to the best interest, safety and wel- 
fare of the people. The bill specifically provides that “The 
standard of ethics as adopted by the American Medical Asso- 
ciation at date of passage of this Act is hereby adopted as a 
standard by which any hospital in this State shall operate.” 


California 


Bills Introduced.—S. 234, to amend those provisions of the 
Business and Professions Code stating the educational quali- 
fications required of applicants for licenses to practice medi- 
cine, among other things, apparently proposes to make no 
differentiation with respect to requirements for licensure 
between graduates of Canadian medical schools approved by 
the board of medical examiners and graduates of approved 
American medical schools. A. 531, to amend those provisions 
of the Business and Professions Code stating the educational 
qualifications required of applicants for licenses to practice 
chiropody, proposes that each applicant graduating from a 
chiropody college after Jan. 1, 1941, present satisfactory evi- 
dence of having completed a one year resident course of “pre- 
chiropodical work of college grade” in a school approved by 
the board of medical examiners before commencing the resi- 
dent course of professional instruction. A. 532, to amend those 
provisions of the Business and Professions Code relating to 
chiropody, proposes to make “Advertising free chiropodical 
services or examinations as an inducement to secure chiro- 
podical patronage or advertising any amount as a price or fee 
for services” unprofessional conduct within the meaning of 
the code. 

Georgia 

Bill Passed.—S. 1 passed the senate January 20, proposing 
to create a state hospital authority to construct, operate and 
maintain self-liquidating projects embracing hospitals, sana- 
toriums, dormitories and housing accommodations and _ utilities 
and other facilities in connection therewith, at institutions 
under the control or supervision of any state agency or depart- 
ment. The authority is to be authorized to issue revenue 
bonds payable solely from the earnings and revenues of projects 
under the jurisdiction of the authority. A companion bill 
(H. 1) has been introduced in the house. 


Idaho 

Bil Introduced —H. 37 proposes to enact a cosmetology prac- 
tice act and to create a state board of cosmetology to examine 
and license persons to practice cosmetology. Among other things, 
a licensed cosmetologist is to be authorized to remove super- 
fluous hair from the body of any person by the use of depilatories 
or by the use of tweezers, chemicals, preparations or by the use 
of devices or applications of any kind or description. 


Illinois 

Bill Introduced.—S. 32, to amend the uniform narcotic drug 
act, proposes to redefine “cannabis” within the meaning of the 
act to include “all parts of the plant Cannabis sativa L., 
whether growing or not; the seeds thereof; the resin extracted 
from any part of such plant; and every compound, manufac- 
ture, salt, derivative, mixture, or preparation of such plant, 
its seeds, or resin, including specifically the drugs known as 
American hemp, marihuana, Indian hemp or hasheesh, as used 
in cigarettes or in any other articles, compounds, mixtures, 
preparations, or products whatsoever, but shall not include the 
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mature stalks of such plant; fiber produced from such stalks; 
oil or cake made from the seeds of such plant, any compound, 
manufacture, salt, derivative, mixture, or preparation of such 
mature stalks (except the resin extracted therefrom); fiber, 
oil or cake; or the sterilized seed of such plant which is 
incapable of germination.” 


Indiana 

Biil Introduced.—H. 78, to amend the narcotic drug act, pro- 
poses to redefine “cannabis” as to include “all parts of the plant 
Cannabis sativa L., whether growing or not; the seeds thereof; 
the resin extracted from any part of such plant; and every com- 
pound manufacture, salt, derivative, mixture, or preparation of 
such plant, its seeds, or resin, including specifically the drugs 
known as American hemp, marihuana, Indian hemp or hasheesh, 
as used in cigarettes or in any other articles, compounds, mix- 
tures, preparations, or products whatsoever, but shall not include 
the mature stalks of the plant; fiber produced from such stalks ; 
oil or cake made from the seeds of such plant; any compound, 
manufacture, salt, derivative, mixture, or preparation of such 
mature stalks (except the resin extracted therefrom) ; fiber, oil 
or cake; or the sterilized seed of such plant which is incapable 
of germination.” This bill was reported favorably to the house 
on January 20. 

Bill Passed.—H. 37 passed the house January 25, proposing 
to appropriate $75,000 annually for the biennium beginning July 
1, 1939, with which the state board of health is to be authorized 
to purchase and to distribute free of cost to poor persons pneu- 
mococcus serum, diphtheria toxoid, smallpox virus and typhoid 
bacterins. 

Iowa 

Bills Introduced —S. 28 proposes to require every physician 
attending a pregnant woman to take or cause to be taken a 
sample of her blood at the time of first examination and to 
submit that sample for standard serologic tests for syphilis to 
the State Hygienic Laboratory of the State Department of 
Health or to any laboratory approved by the department. 
H. 30 proposes to require every person entering employment in 
any capacity in any food establishment to furnish the employer 
with a certificate of health and to furnish a similar certificate 
annually thereafter. 

Kansas 

Bill Introduced —H. 44 proposes to enact a separate naturo- 
pathic practice act and to create an independent board of 
naturopathic examiners to examine and license persons to 
practice naturopathy. The bill proposes that any licensed 
naturopath may “diagnose and treat diseases, injuries, defor- 
mities and other mental and physical conditions of human 
beings by means of the physiological and material sciences, 
such as physiotherapy, mechanotherapy, massage, corrective 
orthopedic gymnastics, neurotherapy, phytotherapy, hydro- 
therapy, psychotherapy, electrotherapy, thermotherapy, biochem- 
istry, chromotherapy, vibrotherapy, thalamotherapy, dietetics, 
first aid, and such natural methods as are taught now or in 
the future in the approved naturopathic schools or colleges, 
to restore and maintain health.” The bill specifically provides 
that nothing in it shall be construed to authorize any naturo- 
path to administer or prescribe drugs or to practice surgery, 
osteopathy, chiropractic or Christian science. 


Massachusetts 

Bills Introduced.—S. 219, to amend the law prohibiting the 
operation of motor vehicles except by persons licensed to do so, 
proposes that each applicant for such a license be required to 
furnish a written certificate, after an acceptable medical exam- 
ination, showing physical and mental fitness with a favorable 
intelligence rating. S. 258, to amend the medical practice act, 
proposes that the term “practice of medicine” or “rendering 
medical service” shall include “any examination or treatment of 
a human being, by the use or disuse of any means, for the pur- 
pose of diagnosing, preventing or curing any deviation from 
normal condition of mind or body, or for the purpose of relieving 
any condition of mind or body whether arising from such a 
deviation or otherwise.” H. 985, to amend the medical practice 
act, proposes to provide that two members of the board of regis- 
tration in medicine be osteopaths. H. 986, to amend the medical 
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practice act, proposes that the approving authority vested with 
the right to approve schools from which applicants for licenses 
must be graduated shall consist of one doctor of medicine, one 
doctor of osteopathy, the commissioner of education and the 
commissioner of public health. The bill also proposes that the 
approving authority shall approve all medical schools which have 
the approval of the American Medical Association and_ all 
osteopathic schools which have the approval of the American 
Osteopathic Association, unless the decision to the contrary by 
the approving authority is unanimous on the part of all its 
members. H. 1127 proposes to authorize the county commis- 
sioners of any county having a tuberculosis hospital to provide 
for the treatment of persons suffering from a disease other than 
tuberculosis when suitable accommodations are available. 
H. 1221, to amend the workmen's compensation act, proposes 
that the employer’s insurer shall pay to any nurse rendering 
nursing services in a hospital the rate of compensation prevailing 
in the city or town wherever such hospital is located. 


Michigan 
Bill Introduced —H. 47, to amend the dental practice act, 
proposes to authorize the revocation or suspension of the license 
of any dentist “For advertising professional superiority or the 
performance of professional services in a superior manner; 
advertising prices for professional services; advertising by 
means of large display, glaring light signs, or containing as 
a part thereof the representation of a tooth, teeth, bridge work 
or any portion of the human head; employing or making use 
of advertising solicitors or free publicity agents; or advertis- 
ing any free dental work, or free examination; or advertising 
to guarantee any dental service, or to perform any dental 
operation painlessly.” 
Minnesota 
Bill Introduced —H. 111 proposes to authorize the state 
board of control to establish a statewide system for the after- 
care of patients discharged from county and state tuberculosis 
sanatoriums. 
New Mexico 
Bills Introduced —H. 13 proposes to enact a chiropody prac- 
tice act and to establish a board of chiropody examiners to 
examine and license persons to practice chiropody. The bill 
proposes to define chiropody as “The diagnosis and the medical, 
surgical, mechanical, manipulative and electrical treatment of 
ailments of the human foot excepting amputation of the foot or 
toes or the administration of an anesthetic other than local.” 
H. 42, to amend the medical practice act, proposes to limit 
licensure to applicants who are citizens of the United States and 
who are graduated from medical colleges situated in the United 
States. 
New York 
Bilis Introduced —A. 279 and A. 307 propose to enact a 
so-called consumers’ protection act to prevent the manufacture 
and sale of adulterated or misrepresented drugs, foods, cosmetics 
or health devices and to regulate the traffic therein. S. 180 and 
A. 2600 propose to authorize courts to enjoin persons engaging in 
the unlicensed practice of any profession for which a license and 
registration are required. A. 269 proposes to make hospital 
records, or accurate copies thereof when certified by the officer 
in charge of the hospital admissible in courts as prima facie 
evidence of the contents thereof, provided that any declarations 
or statements made by the injured party of a nonmedical nature 
or which are explanatory or descriptive of the occurrence, hap- 
pening or accident in question are not to be admissible. A. 302 
proposes to require a person engaged in the preparation, sale, 
inspection, supervision or handling of any food to submit to such 
examination, including a standard serologic test, as may be 
necessary for the discovery of syphilis, by a duly licensed 
physician, at least once in every six months and to prohibit 
employment unless free of syphilis. A, 218 and A. 295, to 
amend the law requiring physicians attending a pregnant woman 
to take or cause to be taken a sample of her blood for a sero- 
logic test by an approved laboratory, propose that a detailed 
report of the laboratory test, showing the result of the test, shall 
be transmitted by the laboratory to the physician and that a 
copy of this report shall be submitted to the district state health 
officer or, in a city of over 50,000 population or in a county 
health district, to the department of health of such city or county. 
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North Dakota 

Bill Introduced.—H. 113 proposes that “In all cases in which 
the Board of County Commissioners, State Welfare Board, or 
any other public board having supervision of poor relief shall 
provide medical assistance to indigent persons, such assistance 
shall be furnished by a Medical doctor, an Osteopath, a Chiro- 
practor, or other legally licensed practitioners in the State of 
North Dakota, as requested by such indigent persons.” 


Ohio 

Bills Introduced—S. 28 proposes as a condition precedent 
to the issuance of a license to marry that both parties to the 
proposed marriage present physicians’ certificate that they have 
been given such examination, including a standard serologic 
test made by a duly authorized representative of the state board 
of health as may be necessary for the discovery of syphilis, made 
on a day not more than twenty days preceding the date of 
application, and that, in the opinion of the physicians, the parties 
are not infected with syphilis. The bill proposes however that, 
if the woman is pregnant at the time of application for license 
to marry, the application be accepted without the certificate 
referred to being furnished by either party. S. 22 proposes to 
create a commission to study, investigate and survey the possi- 
bilities for the rehabilitation of the visual and physically handi- 
capped of the state. This commission is to consist of five persons 
named by the speaker of the house, five persons named by the 
president of the senate and three persons named by the governor. 


Oklahoma 


Bill Introduced—H. 103 proposes that “Any regularly 
licensed physician or surgeon shall have the right to practice 
in any public or private hospital in this State, and the owner 
or manager of any such hospital who denies any such physi- 
cian or surgeon from practicing in such hospital, or who 
refuses to admit any patient to such hospital because such 
patient desires to be treated by any particular physician or 
surgeon, upon conviction thereof shall be guilty of a 
misdemeanor.” 

Pennsylvania 


Bills Introduced—S. 12 proposes to require every physician 
who attends any woman pregnant with child to take or cause 
to be taken a sample of her blood at the time of the first exami- 
nation and to submit that sample to an approved laboratory for 
a standard serologic test for syphilis. S. 13 proposes to require 
as a condition precedent to the issuance of a license to marry 
that both parties to the proposed marriage present a statement 
signed by licensed physicians that both parties within thirty days 
of the application have submitted to examinations to determine 
the existence or nonexistence of syphilis, which examinations 
have included standard serologic tests for syphilis, and that in 
the opinion of the examining physician the applicants with 
syphilis or if so infected are not in a stage of that disease which 
may become communicable. H. 28 proposes to prohibit the retail 
sale or distribution of sulfanilamide except on the written pre- 
scription of a licensed physician, dentist or veterinarian. <A 
pharmacist is not to dispense any sulfanilamide without affixing 
to its container the label bearing the name and address of the 
pharmacist, the date compounded, the consecutive number of 
the prescription under which it is recorded in his prescription 
files and the name of the physician, dentist or veterinarian pre- 
scribing it. Physicians, dentists and veterinarians must keep 
a record of the amount of sulfanilamide purchased by them and 
dispensing records showing the dates on which and the names 
and addresses of patients to whom they have dispensed the drug 
and notations as to the quantity of the drug dispensed. 


Wisconsin 
Bill Introduced.—A. 55, to amend the workmen’s compensation 
act, proposes to permit an injured employee to select at his 
employer's expense any physician, chiropractor or osteopath to 
attend him for his industrial injuries. 


Wyoming 
Bill Passed —H. 18 has passed the house, proposing that 
one member of the state board of health be a licensed dentist. 


Bill Introduced —H. 65 proposes to prohibit the sale of 
adulterated and misbranded cosmetics. 
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(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Mortality Rate in 1937.—There were 80,322 deaths regis- 
tered in California in 1937, according to the state department 
of health. The death rate was 12.3 per thousand of estimated 
population, the highest for the state since 1928, when it was 

12.5. Diseases of the heart and circulatory system led the list 

of causes of death with a total of 24,598. Cancer caused 8,670 
deaths. There were 276 deaths attributed to whooping cough. 
Of the total number of deaths in the state, 71,295 were of 
members of the white race, 1,695 Negroes, 455 Indians, 545 
Chinese, 620 Japanese, 5,257 Mexicans, 282 Filipinos and 173 
of other races, 


COLORADO 


Society News.—The Mesa County Medical Society was 
addressed in Grand Junction December 20 by Dr. Edward 
I. H. Munro, Grand Junction, on silicosis. At a meeting 
of the Northeast Colorado County Medical Society December 8 

John V. Ambler, Denver, discussed “Skin Conditions 
Affecting the Genitals.” Dr. William W. Haggart, Denver, 
discussed medical economics before the medical society, Ster- 
ling, January 12——At a meeting of the Fremont County 
Medical Society, Florence, December 19, Drs. Vardry A. 
Hutton, Florence, and Thomas A. Davis, Portland, discussed 
lobar pneumonia and bronchial pneumonia.—— The Pueblo 
County Medical Society was addressed in Pueblo January 17 
by Drs. Charles Walter Metz and Clifford L. Hooper, Pueblo, 
on “Newer Anesthetic Agents” and “Evipal Basal Anesthesia 
with Cyclopropane” respectively. 


ILLINOIS 


Pictures of Physicians.— The Morgan County Medical 
Society recently sponsored an exhibit of more than 2,000 pic- 
tures of physicians and surgeons at the David Strawn Art 
Home, Jacksonville. The display also included about 1,000 
pictures of medical subjects, such as monuments and hospitals. 
The entire collection is the property of Dr. Carl E. Black. 


Society News.—Dr. Frederick W. Fitz, Chicago, addressed 
the Rock Island County Medical Society in Moline January 10 
on “Heart Disease in Relation to Certain Manifestations of 
Nephritis."-———Dr. Willard Van Hazel discussed “Treatment 
of Empyema” before the Kankakee County Medical Society 
in Kankakee January 12——At a meeting of the McHenry 
County Medical Society in Woodstock January 19 Dr. Philip 
ii. Schneider, Evanston, spoke on “Toxemias of Pregnancy.” 
-——The Will-Grundy County Medical Society was addressed 
at Joliet January 18 by Dr. Robert B. Malcolm, Chicago, on 
hernia ———Dr. John A. Bigler, Highland Park, addressed the 
Ogle County Medical Society January 19 on “Use of Sulit- 
anilamide in Pediatric Practice.’"———Dr. Norman Tobias, St. 
Louis, discussed “Treatment of the Common Dermatoses” before 
the Perry County Medical Society, DuQuoin, December 2. 


Chicago 
The Hektoen Lecture.—Dr. Elexious T. Bell, professor 
of pathology, University of Minnesota Medical School, Min- 
neapolis, will present the fifteenth Ludvig Hektoen Lecture of 
the Frank Billings Foundation at the Palmer House February 
24. He will discuss “The Pathogenesis of Glomerulonephritis 
Including Lipoid Nephrosis.” 


Medicodental-Military Training Course.— The second 
Chicago medicodental-military training course will be held 
February 26-March 11. Attendance is not restricted to those 
from the Chicago area. Requests for additional information 
concerning the course should be addressed to the commanding 
general, sixth corps area, Post Office Building. 


Personal.—- Dr. John R. Neal, Springfield, has been 
appointed dean of the Cook County Graduate School of Medi- 
cine. Dr. Neal is secretary of the Illinois Professional Com- 
mittee for Medicine, state department of registration and 
education, and formerly served as president of the state medical 
society. He graduated at Northwestern University Medical 
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School in 1909.—— Miss B. Fain Tucker, an attorney, has 
recently written a comprehensive article entitled “Social Health 


Laws” in which she reviews existing legislation concerning the 
issuance of licenses to marry from a health point of view. 


MAINE 


Society News.—At the annual meeting of the Oxford 
County Medical Society in Bethel recently Dr. Gilbert E. 
Haggart, Boston, among others, discussed some problems in 
bone and joint surgery ——Dr. Maxwell E. Macdonald, Boston, 
addressed the Cumberland County Medical Society in Portland 
December 9 on “Emotions and Bodily Changes.” —— At a 
meeting of the Portland Medical Club December 6 Dr. Edwin 
W. Gehring spoke on “The Interrelation Between Medicine 
and General Economics.” —— Dr. Albert Warren Stearns, 
Boston, discussed medicolegal problems before the Kennebec 
County Medical Association in Augusta December 15.——At 
the annual meeting of the Waldo County Medical Society in 
Belfast January 26 Dy. Charles B. Popplestone, Rockland, 
spoke on electrocardiography. 

Graduate Fellowships in Obstetrics and Gynecology.— 
The Bingham Associates Fund is offering fellowships in obstet- 
rics and gynecology to practicing physicians of Maine, the 
work to be conducted under the supervision of the faculty of 
Tuits College Medical School. The facilities of the New 
England Medical Center, the Joseph H. Pratt Diagnostic Hos- 
pital, the Boston Dispensary and the Evangeline Booth Mater- 
nity Hospital, Boston, will be utilized. The fellowships are 
for one month each and are available to graduates of approved 
ue schools. Each fellowship carries an honorarium of 

$250. Rooms and meals are available to fellows at reduced 
rates in the medical center. Additional information may be 
obtained from Dr. Samuel Proger, 25 Bennet Street, Boston; 
Dr. Frederick R. Carter, Augusta, or Dr. Frederick T. Hill, 
the Professional Building, Waterville. 


MASSACHUSETTS 


Society News.—The Greater Lawrence Medical Associa- 
tion held its first annual dinner in Methuen November 17 with 
Dr. John F. Curtin, Lawrence, as toastmaster. The speakers 
included Drs. Charles E. Mongan, Somerville, formerly presi- 
dent of the state medical society, and Frank H. Lahey, Boston, 
Organized Dec. 12, 1933, the society’s membership is made up 
of physicians in Lawrence, Methuen, North Andover, Andover, 
Mass., and Salem, N. H. 

Annual Meeting of Gynecologists. — The tenth annual 
meeting of the New England Obstetrical and Gynecological 
Society was held in Boston in December under the presidency 
of Dr. Bertram H. Buxton, Providence, R. I. Clinics made 
up a large part of the program and papers were delivered 
by the following, among others: 

Dr. Somers H. Sturgis, Treatment of Dysmenorrhea with Estrin. 

Dr. Joe V. Meigs, The Technic of Total Hysterectomy and Its Use in 

Patients with Cystocele and Prolapse 

Dr. Charles Langdon Parsons, Endometri 

Dr. = arshall K. Bartlett, Recent Vitamin C Studie 

Dr. Ward I. G 

Ovulation, 

Dr. Edward B. Benedict, Peritoneoscopy. 

Dr. Fuller Albright, Treatment of Ovarian Insufficiency. 

Dr. Oliver Cope, Experiences with Adrenal Tumors. 


MICHIGAN 


Adjusters Medical Committee.—<A joint committee, com- 
posed of representatives of the Wayne County Medical Society 
and the Detroit Adjusters Association, has been established for 
discussions and cooperative studies designed to correct the 
causes of complaints and to eliminate such abuses as may be 
current, and particularly to remove friction from the erelie 
interests represented on a voluntary basis and without necessity 
of resorting to mandatory measures. Members of the com- 
mittee are Drs. Howard B. Garner, chairman, Earl G. M. 
Krieg and Frank T. McCormick, and Messrs. L. J. Carey, 
E. Dean Alexander and William H. Heidt. 

Changes in State Health Department.— Dr. Richard 
Sears, epidemiologist with the Michigan State Department of 
Health and recently acting director of the Muskegon County 
health department, has been appointed director of health dis- 
trict number 5, including Lake, Newaygo and Oceana counties, 
succeeding Dr. Guy R. Post, who resigned. His headquarters 
will be in White Cloud. William E. Bunney, Ph.D., director 
of the biologic products division of the state department of 
health for seven years, has resigned to become director of 
biologic products for E. R. Squibb & Sons, New Brunswick, 

om orge F, Forster, Ph.D., Lansing, who has been 
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engaged in research on pneumonia for the department during 
the past two years, has resigned to become assistant director 
of the laboratories of the Illinois State Department of Health, 
Springfield, according to the state medical journal. 


MISSOURI 


Lectures on Tuberculosis. — The Missouri Tuberculosis 
Association is sponsoring a series of lectures for colleges in 
the state. Speakers at the Central Missouri State Teachers’ 
College, Warrensburg, December 13-15, were Drs. Paul A. 
Teschner, assistant director, Bureau of Health Education, 
American Medical Association, Chicago, on “The History of 
Tuberculosis”; Herbert L. Mantz, Kansas City, “Treatment 
and Diagnosis of Tuberculosis,” and Jesse E. Douglass, Webb 
City, “Sociology and Tuberculosis.” 


Society News.—Dr. Warren H. Cole, Chicago, discussed 
“Late Advances in Diseases of the Pancreas” before the 
Kansas City Academy of Medicine December 16.———Dr. Walter 
Roger Moore discussed “The Treatment of Toxicity of Snake 
Bite” before the Buchanan County Medical Society in St. 
Joseph January 4.——The Chariton County Medical Society 
was addressed in Salisbury recently by Drs. Arthur Lloyd 
Stockwell and Paul C. Quistgard, Kansas City, on “Clinical 
Interpretation and Management of Pyuria and Hematuria” and 
“Intestinal Obstruction” respectively. 


Cornerstone Laid for Cancer Hospital.—The cornerstone 
of the Ellis Fischel State Cancer Hospital, Columbia, was 
laid with suitable exercises December 9. The speakers included 
Mr. Frank T. Hodgdon, chairman of the state cancer com- 
mission, who presided ; Lloyd Crow Stark, governor of Mis- 
souri, and Clarence C. Little, D.Sc., Bar Harbor, Maine. The 
hospital is named for the late Dr. Ellis Fischel, first chairman 
of the commission. Dr. Fischel was instrumental in the pas- 
sage of the bill by the fifty-ninth general assembly of Missouri, 
which created the cancer hospital and instituted the program 
for cancer control in the state. The bill also established the 
cancer commission and provided for the formation of various 
diagnostic tumor clinics throughout the state. The hospital 
will occupy a forty acre site donated by the city of Columbia. 
It will cost about $900,000, the state appropriating $500,000 
and the PWA the remainder. The building will consist of 
seven stories and a penthouse, offering an approximate capacity 
of eighty-three beds. 


NEW JERSEY 


Tuberculosis Meeting in Jersey City.—A clinical ses- 
sion of the Tuberculosis Sanatorium Conference of Metro- 
politan New York will be held at the Hudson County 
Tuberculosis Hospital, Jersey City, February 15, with the 
following speakers: Drs. Frank C. Henry Jr., Perth Amboy, 
on “End Results in Thoracic Surgery with the Use of Ultra- 
violet Radiation’; Thomas de Cecio, Secaucus, “Management 
of Nonpyematous Pleural Effusions Complicating Artificial 
Pneumothorax,” and Paul Geary, Plainfield, “Extrapleural 
Pneumothorax.” 

Society News.— Dr. John J. H. Keating, New York, 
addressed the Bergen County Medical Society, Englewood, 
January 10 on “Background and Newer Aspects of Coronary 
Diseases."-——-Dr. John A. Kolmer, Philadelphia, addressed the 
Essex County Anatomical and Pathological Society, Newark, 
January 26 on “The Toxicity and Therapeutic Applications 
of Sulfanilamide.” Dr. Reuben Ottenberg, New York, opened 
discussion.——At a meeting of the New Jersey Neuro- 
Psychiatric Association December 14 Dr. Ambrose F. Dowd, 
Newark, was reelected president; Dr. Laurence M. Collins, 
Greystone Park, was elected vice president, and Dr. Henry A. 
Davidson, Newark, secretary. 


NEW YORK 


Court Upholds Refusal to Endorse Foreign License.— 
The appellate division of the Supreme Court of New York 
handed down a decision January 11 upholding the refusal of 
the Board of Regents of the University of the State of New 
York to endorse the Italian license or diploma to practice 
medicine of Dr. Gustave G. E. De Luca. ‘The board refused 
to endorse the license on the ground that there is great uncer- 
tainty as to whether the standards of the European institu- 
tions teday are comparable to what they were when the law 
was enacted which gives the commissioner and the board of 
regents authority to endorse foreign licenses without exami- 
nation. The board offered the petitioner in this case the 
opportunity to take the licensing examinations. 
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New York City 
Hospital News. — Dr. George G. Ornstein delivered the 


Pol N. Coryllos Memorial Lecture on Thoracic Diseases at 
the Manhattan General Hospital January 9 on “Classification 
and Management of Pulmonary Tuberculosis.” —— Dr. Otto 


Marburg, formerly professor of neurology at the University 
of Vienna, gave a lecture at Mount Sinai Hospital January 24 
on “Hydrocephalus : Clinical Manifestations, Pathogenesis and 
Therapy.” 

Women Physicians’ Meeting.—The semiannual meeting 
of the Women’s Medical Society of New York was held Jan- 
uary 7-8. At the scientific session the first day at Lenox 
Hill Hospital the speakers were Drs. Margaretha A. Ribble 
on “The Relation of Infant Nurture to Mental Health’; 
Frances L. H. Bogatko, “Five Year Follow-Up to Fifty Cases 
ot Varicose Veins Treated by Injection”: Mary M. Thomson, 
“Difficulties of Parents in Understanding “Their Children,” and 
Martha Theresa Scanlan, “Recent Advances in the Treatment 
of Pulmonary Tuberculosis.” 

Meeting on Pneumonia.—At a meeting of the section on 
medicine of the New York Academy of Medicine January 17 
Dr. Yale Kneeland Jr. spoke on “Pneumonias Other than 
Pneumococcus Pneumonia” and a group of speakers reported 
on the use of sulfapyridine in the treatment of lobar pneu- 
monia. The speakers were Herbert E. Stokinger on “The 
Absorption, Acetylation and Excretion of Sulfapyridine”; Drs. 
Norman H. Plummer and Herbert K. Ensworth, representing 
New York and Bellevue hospitals; Colin M. MacLeod, Rocke- 
feller Institute; Charles A. Ragan Jr. and Crispin Cooke, 
Presbyterian Hospital, and Ezra B. Sanford, Roosevelt Hos- 
pital. Drs. Alphonse R. Dochez and Jesse G. M. Bullowa 
discussed the contributions. 


NORTH CAROLINA 


Conference on Maternal and Child Health.—A State- 
wide Conference on Better Care of Mothers and Babies will 
be held in Raleigh February 15 under the auspices of the 
National Council for Mothers and Babies and the North Caro- 
lina State Board of Health. There will be symposiums on 
“Safeguarding the Infant and Young Child” and “Reduction 
of the Hazards of Childbirth to the Mother and Baby” in the 
morning. In the latter symposium Dr. Edwin F. Daily of the 
U. S. Children’s Bureau, Washington, D. C., will be a guest 
speaker. Among other guests will be Drs. Fred L. Adair, 
Chicago, chairman of the American Committee on Maternal 
Welfare, and Martha M. Eliot, Children’s Bureau, Washing- 
ton. Dr. F. Bayard Carter, professor of obstetrics and gyne- 
cology, Duke University School of Medicine, Durham, will 
summarize the discussions at the end of the day. Dr. Aldert 
S. Root, Raleigh, chairman of the North Carolina section of 
the American Academy of Pediatrics, will be chairman of the 
conference. 


OHIO 


Public Health Lectures in Cleveland.—The ninth annual 
series of free public health lectures sponsored by the Academy 
of Medicine of Cleveland, the Albert Fairchild Holden Foun- 
dation and the Cleveland Medical Library Association will 
begin February 12 with a lecture by Dr. Howard Dittrick 
on “Getting Ready for Married Life.” The succeeding lec- 
tures will be presented by Drs. Neil T. McDermott, February 
26, on “Adjustments of Married Life” and Chauncey W. 
Wyckoff, March 12, on “The Swing Age Child.” 

Personal.—Dr. George W. Crile, Cleveland, with Mrs. Crile 
and Daniel P. Quiring, Ph.D., assistant professor of biology 
at Western Reserve University School of Medicine, recently 
undertook an expedition to Guatemala to study animals in 
pursuit of information on comparative anatomy. In addition 
they will make measurements of metabolism on primitive 
Indians in Guatemala. The trip is sponsored by the Cleve- 
land Clinic Foundation. Dr. Earl Crafts has resigned as 
psychiatrist at the Lima State Hospital to enter private prac- 
tice. Dr. Roland A. Willett, Elmore, was honored by the 
Ottawa County Medical Society recently with a_ testimonial 
dinner in Danbury celebrating his fiftieth anniversary in the 
practice of medicine ——Dr.. Frederick C. Smith, Marion, was 
elected to the national House of Representatives from the 
eighth district in the November election. Dr. Errett Le Fever, 
Glouster, was elected to the state house of representatives and 
Dr. Henry T. Phillips, Athens, to the state senate. The 
Jefferson County Medical Society gave a dinner in honor of 
Dr. Silas O. Barkhurst, Steubenville, November 3 in Steuben- 
ville celebrating his fiftieth anniversary of medical practice. 
Dr. Fred M. Slaughter, Steubenville, was toastmaster, 


9 


456 


OKLAHOMA 


State Society Appoints Executive Secretary.—At a 
meeting of the council of the Oklahoma State Medical Asso- 
ciation December 11 Mr. R. H. Graham, Peabody, Kan., was 
appointed executive secretary to take office January 1. His 
office will be in McAlester with the secretary of the state 
association, Dr. Leonard S. Willour. Mr. Graham will imme- 
diately visit several states to study methods of executive 
secretaries. 


PENNSYLVANIA 


Diabetes Commission Formed.— At the recent annual 
meeting of the Medical Society of the State of Pennsylvania 
in Scranton a commission on diabetes was formed with Dr. 
Belford C. Blaine, Pottsville, as chairman and representatives 
of all the councilor districts as active members. Drs. David 

omas, Lock Haven, president of the state society, 
Charles H. Henninger, Pittsburgh, president-elect, and Walter 
F. Donaldson, Pittsburgh, secretary of the state society and 
Dr. Edward L. Bortz, Philadelphia, are ex officio members. 
The commission plans to make an intensive study of the inci- 
dence and mortality from diabetes, the complications, facilities 
for treatment and the facilities for education of physicians. 
It hopes to disseminate knowledge to the public as well as to 
physicians, nurses and technicians. At the same time the com- 
mission was formed as an agency of the state society, a dia- 
betic society was organized with Dr. Joseph T. Beardwood 
Jr., Philadelphia, as president and Dr. Blaine, Pottsville, as 
secretary. 


RHODE ISLAND 


Society News.—Dr. Albert Warren Stearns, Boston, 
addressed the Providence Medical Association January 9 on 
“The Evolution of the Concept of Functional Nervous Dis- 
eases.” Mr. Myron Weiss, associate editor of Time, New 
York, and Dr. David R. Lyman, Wallingford, Conn., addressed 
the association at its December meeting on “The Future Pat- 
tern of Medicine” and “Early Diagnosis of Tuberculosis” 
respectively. The association has recently added the presen- 
tation of a weekly radio program to its activities. 


VIRGINIA 


State Board Appointment. — Dr. William B. McIlwaine 
III, Petersburg, has been appointed to the state board of 
medical examiners to succeed the late Dr. Fletcher J. Wright, 
Petersburg, it is reported. The appointment is for four years. 

Society News.—“The National Health Program and Medi- 
cal Care” was the subject of discussion at the quarterly meet- 
ing of the Augusta County Medical Society recently in 
Staunton. Among the speakers were Drs. Hugh H. Trout, 
Roanoke, president-elect of the Medical Society of Virginia, 
and Walter B. Martin, Norfolk, chairman of the committee 
on medical economics of the state society——Dr. Hamilton 
W. McKay, Charlotte, N. C., among others, addressed the 
Roanoke Academy of Medicine recently on pediatric urology. 
——Drs. John A. Kolmer, Philadelphia, and Cecil S. O’Brien, 
Iowa City, addressed the Richmond Academy of Medicine 
recently on “Toxicity and Therapeutic Applications of Sulf- 
anilamide” and “Common Causes of Loss of Vision” respec- 
tively. —— Speakers at a meeting of the South Piedmont 
Medical Society in South Boston recently included Drs. Hugh 
H. Trout, Roanoke, on ‘“Posthospital Care of Surgical 
Patients”; Kinloch Nelson, Richmond, “Diagnosis and Treat- 
ment of Aortic Syphilis,’ and Flavius O. Plunkett, Lynch- 
burg, “Obstetric Analgesia and Anesthesia.” 


GENERAL 


Examination Date Changed.— The American Board of 
Pathology announces that it has changed the date of its next 
examination from April 8-9 to April 3-4. 


Congress on Military Medicine.—The tenth Intertiational 
Congress of Military Medicine and Pharmacy will be held in 
Washington, D. C., May 7-15, with headquarters at the Hotel 
Willard. Major Gen. Charles R. Reynolds, surgeon general, 
U. S. Army, is president of the congress and the secretary 
general is Col. Harold W. Jones, Army Medical Library, 
Washington, to whom all communications should be addressed. 
Questions listed for discussion at the congress are organization 
and function of the medical services in colonial expeditions, 
probable casualties in war and methods of calculation, prac- 
tical procedures for anesthesia and analgesia in war surgery, 
organization and function of the military chemicopharmaceuti- 
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cal service, emergency treatment and primary apparatus for 
fractures of the jaw in war, technical specialization of admin- 
istrative officers in the medical service and oxygen therapy 
and its practical use with troops on active service. 

Physicians’ Art Association.—The American Physicians’ 
Art Association, composed of members in the United States, 
Canada and Hawaii, will hold its second art exhibition in the 
Museum of Art, St. Louis, May 14-20, during the annual ses- 
sion of the American Medical Association. In order to submit 
art pieces to this exhibition, each exhibitor must become a 
member of the American Physicians’ Art Association. For 
details of membership and exhibition rules write to Dr. Max 
Thorek, secretary, 850 Irving Park Boulevard, Chicago, or 
Dr. Francis H. Redewill, president, 870 Market Street, San 
Francisco. 

Mid-South Graduate Assembly.—The fifty-fourth annual 
session of the Mid-South Post Graduate Assembly will be 
held at the Hotel Peabody, Memphis, Tenn., February 14-17. 
There will be twenty-seven speakers, among whom are the 
following : 


Dr. Norris W. Vaux, ning gg Puerperal Sepsis. 
M. Iowa City, The Causes of Hoarseness. 
eon J. Menv ille, New pS Irradiation Therapy in Diseases 
‘of Glande of Internal Secretio 
Dr. William P. Healy, New York, “Carcinoma of the Cervix Uteri; 
Problems of Diagnosis. 
Dr. Edward B. Shaw, San Francisco, The Evaluation of Methods for 


Immunization. 
Dr. Anthony Bassler, New York, The Pathologic Gallbladder, What 


Causes It and What to Do With It. 

Dr. Soma Weiss, Boston, The Importance of ee of Failure 

of the Peripheral Vascular —— from Heart 

Dr. Julius H. Hess, Chicago, The Premature Infant. 

Dr. Frederick A. Coller, ioe Arbor, Mich., Peritonitis. 

Birth Rate Declines with Urbanization. — Birth rates 
have decreased most rapidly in the past ten years in states 
in W hich the population is concentrated in urban areas, accord- 
ing to a study reported in the Statistical Bulletin of the 
Metropolitan Life Insurance Company. A block of states from 
New England to Nebraska, containing 50.2 per cent of the 
whole population of the country, showed decreases of 10 per 
cent or more. They include New Hampshire, Massachusetts, 
Rhode Island, Connecticut, New Jersey, New York, Dela- 
ware, Maryland, Virginia, Pennsylvania, Ohio, Indiana, Illi- 
nois, Missouri, Arkansas and Nebraska. All the next group 
with decreases of from 5 to 9 per cent in the birth rate are 
east of the Mississippi except California, Kansas and North 
Dakota; in this group is found 25.9 per cent of the nation’s 
population, Five sparsely settled and essentially rural moun- 
tain states—Montana, Idaho, Nevada, Arizona and New 
Mexico—with Mississippi, recorded higher rates for the ten 
years. It is apparent then, the report pointed out, that the 
country’s population growth depends on its rural nonindus- 
trialized element. “With this situation confronting us, it is 
obvious that our rural areas will need the guidance of child 
welfare and maternal aid agencies more than ever before if 
they are to continue as our chief source for population growth,” 
the bulletin concluded. 

Northwest Regional Conference in Chicago. — The 
Northwest Regional Conference will be held at the Palmer 
House, Chicago, Sunday February 12, with Dr. Carl F. Vohs, 
St. Louis, chairman of the Committee on Medical Economics 
of the Missouri State Medical Association, as president, and 
Dr. L. Fernald Foster, Bay City, Mich., secretary of the 
Michigan State Medical Society, as secretary. Beginning at 
10 a. m. in the Red Lacquer Room, Dr. Major G. Seelig, St. 
Louis, will discuss “A State-Wide Hospitalization Plan for the 
Low Income Group”; Dr. Walter F. Donaldson, Pittsburgh, 
“Pennsylvania’s Public Assistance Program for the Medically 
Indigent”; Drs. Donald A. Covalt, Joseph C. Silvers and Lall 
G. Montgomery, Muncie, Ind., “Middletown Modernizes Medi- 
cine (lantern slides)”; Dr. Theodore R. Meyer, Clayton, Mo., 
“The Physician’s Role in a Public Health Program.” 

The Missouri State Medical Association will be host to the 
representatives from other state medical associations at a 1 
o'clock luncheon, at which Dr. Vohs will make a report. The 
election of officers will follow. 

At 2 p. m. Dr. Henry A. Luce, Detroit, will discuss “The 
National Health Conference”; Dr. William F. Braasch, Roches- 
ter, Minn., “Survey on the Need and Supply of Medical and 
Hospital Care”; Dr. Rosco G. Leland, Chicago, “Supplementary 
Arrangements for Medical Care”; and Mr. Clarence G. Munns, 
Topeka, Kan., “Kansas Can Control Cultists.” All presenta- 
tions will be open to general discussion. 
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Annual Report of Public Health Service 

In his annual report for the fiscal year ended June 30, 1938, 
released January 8, the Surgeon General, U. S. Public Health 
Service, states that the general death rate for the calendar 
year 1937 was 10.9 per thousand of population as compared 
with 11.3 for the preceding year. This favorable condition 
continued in 1938, when preliminary figures for the first six 
months disclosed a mortality rate of 10.8 per thousand as 
compared with 11.8 for the corresponding period of 1937. 

There was a decrease in infant mortality from 57.1 per 
thousand live births for 1936 to 54.4 in 1937. The maternal 
mortality rate continued to decline; 4.6 per thousand live births 
in 1937 against 5.3 during 1936. 

The tuberculosis mortality resumed a downward course after 
a slight increase in 1936. The improvement was apparent in 
the provisional tuberculosis death rate, which declined from 
51.7 per hundred thousand population in 1936 to 49.6 in 1937. 

During 1937 lowered death rates were reported for typhoid 
fever, scarlet fever, diphtheria, tuberculosis, malaria, pellagra, 
nephritis and puerperal causes. During 1937 a total of 11,673 
cases of smallpox was reported, as compared with 7,834 in 
1936 and 7,957 in 1935. The number of reported cases in 
1937 was the highest since 1931. The prevailing smallpox is 
of a nonvirulent type, causing relatively few deaths. 

The United States suffered minor epidemics of influenza 
and poliomyelitis in 1937. The number of cases of poliomye- 
litis, 9,511, has been exceeded only in four previous years for 
which records are available, 1916, 1927, 1931 and 1935. 

The leading causes of death in 1937 were diseases of the 
heart, cancer and other malignant tumors, pneumonia, cerebral 
hemorrhage and softening, nephritis, accidents (except auto- 
mobile) and tuberculosis. 

The U. S. Public Health Service inspected at ports of entry 
1,784 airplanes carrying 23,172 passengers and 15,873 vessels 
carrying 789,591 passengers and 1,196,688 seamen. Fumigation 
of 1,004 vessels was performed and 5,399 rats were examined 
for evidence of plague infection. Medical officers at various 
United States ports of entry inspected 2,447,339 alien passen- 
gers and 805,306 alien seamen. Of these, 20,372 passengers 
and 1,438 seamen were reported as having some certifiable 
disease or defect. In foreign countries 65,261 applications for 
immigration visas were examined. 

The most important event in the campaign against the vene- 
real diseases during the fiscal year was the enactment by Con- 
gress of the Venereal Disease Control Act, whereby facilities 
for the more effective control of syphilis and gonorrhea were 
placed on a permanent national basis. Congress appropriated 
$3,000,000 to assist states in establishing and maintaining mea- 
sures for the prevention, control and treatment of venereal 
diseases. The use of Social Security funds for the training 
of physicians in the clinical management and public health 
control of the venereal diseases was continued in several uni- 
versities and clinics. The experimental control of syphilis 
among indigent people of rural areas was demonstrated by 
the use of a trailer clinic in Georgia. A study of untreated 
syphilis in a group of male Negroes was continued. Measures 
designed to control syphilis in industry were inaugurated. 

The Public Health Service continued to supervise and fur- 
nish medical, psychiatric, technical and other scientific services 
to federal and penal institutions. Special studies were con- 
ducted in cooperation with the Mental Hygiene Survey 
mittee to stimulate interest in the adequate care of the men- 
tally ill, bring about greater equality and wider distribution 
of facilities, promote uniform policies and improve the facili- 
ties for psychiatric instruction. 

The twenty-seven hospitals of the Public Health Service 
engaged in the care and treatment of legally designated bene- 
ficiaries and also in scientific clinical research, furnished hos- 
pital and outpatient relief at 154 ports, where 566,931 accredited 
persons applied for treatment. This represents an increase of 

1,121 patients over the preceding year. Merchant seamen 
continued to constitute the largest class of beneficiaries. 
Research was continued in pyretotherapy, focal infections, 
arthritis and psoriasis. 

The erection of specially designed structures for the National 
Institute of Health near Bethesda, Md., makes available 
_ increased facilities for scientific research. Continued attention 
‘was directed to the control of biologic products, particularly 
antipneumococcic rabbit serum and antimeningococcic serum, 
and close supervision over the stability of arsphenamine. 
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In the field of industrial hygiene, investigations were directed 
to the development of means for the protection and the 
improvement of the health of workers in various fields of 
industry. 

The activities of the National Institute of Health, comments 
the Surgeon General, are becoming increasingly numerous. 
Thus, one group of workers is engaged in chemical research 
while another is directing its attention to studies of such infec- 
tious diseases as Rocky Mountain spotted fever, typhus, scarlet 
fever, Weil's disease, leprosy and poliomyelitis. A special 
series of investigations have shed considerable light on the 
various phases of trichinosis infection. Clinical, epidemiologic 
and laboratory studies of heart disease, especially the rheu- 
matic type, have produced valuable information. 

The interesting discovery was made that fluorides, which 
cause mottled enamel, may be removed from drinking water 
by treatment with manganese dioxide, a method which gives 
promise of economical development. 

A firm basis for future cancer studies is being laid through 


grants in aid to selected institutions and the training of research 


specialists. 

Every state and many cities, as well as every department 
and independent agency of the federal government, has received 
some degree of assistance from the Public Health Setvice in 
solving special health problems arising in the course of routine 
operations. This cooperative work is carried on principally 
by the division of states relations. 

The availability of funds under the provisions of the Social 
Security Act has made it possible to assist in improving state 
and local health administration. From Jan. 1, 1935, to Decem- 
ber 1937 there was an increase in full-time health units of 
96 per cent. Facilities for the promotion and supervision of 
such full-time facilities have been developed in nineteen states. 

Stimulated by federal grants in aid, the state and local 
appropriations for public health purposes have increased 
$8,000,000 annually. 

Cooperation was continued with the states and the Works 
Progress Administration by providing technical supervision of 
work relief labor projects for the construction of sanitary 
toilets, malaria control drainage in the South and sealing of 
abandoned coal mines. Certification of water supplies used 
by interstate carriers, a valuable measure in preventing water- 
borne illness, continued without interruption. 

In closing, the Surgeon General recommended among other 
essentials the establishment in the National Institute of Health 
of a unit for wider chemotherapy investigations, additional 
funds under the Venereal Disease Control Act on an increas- 
ing scale until an annual appropriation of $25,000,000 is reached, 
and the establishment of a neurologic institute for laboratory 
and clinical investigations of mental and nervous diseases. 


CORRECTIONS 


Returns Under the Social Security Act.—The statement 
in the organization section of THe JourNnaL, January 14, 
page 153, that a tax return with respect to federal old age 
benefit taxes is required every month, on form SS-1, was incor- 
rect. Such returns are required quarterly, on form SS-1 

Appointed Assistant Superintendent.—Dr. Raymond J. 
Gully, formerly senior physician at the Minnesota St. Peter State 
Hospital, St. Peter, has been appointed assistant superintendent 
at the Minnesota Colony for Epileptics, Cambridge, instead of 
superintendent as reported in THE JouRNAL, January 21, page 

. The news item originally appeared in The Journal- Lancet, 
October 1938, page 461. 

Sulfanilamide: Omission of “not.”—In the paper by 
Long, Bliss and Feinstone in THE JourRNAL, January 14, page 
119, second column, in the sentence beginning in the thirteenth 
line from the bottom, the word “not” should be inserted so 
that the sentence reads “Marshall and Walzl express the 
opinion that the formation of methemoglobin is not always 
responsible for the cyanosis.” 

Study of Medical Care.—The executive secretary of the 
Ohio State Medical Association has called attention to the 
following statement in the Ohio State Medical Association 
Report on the Study of Medical Care in the organization section 
of Tue JourNnaL, January 21, page 243: “Legislative appro- 
priations, however, have been ‘insufficient to meet the hospital’s 
operating expense; this condition has necessitated a reduction 
in the number of pay patients admitted. ” The exact statement 
in the original report was: “Legislative appropriations have 
been insufficient to meet the hospital’s operating expense. This 
has necessitated the admittance of pay patients.” 
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LONDON 
(From Our Regular Correspondent) 
Jan. 7, 1939. 
The Medical Uses of Radium 


The sixteenth annual report of the Medical Research Council 
on the medical uses of radium reflects the increasing impor- 
tance of experimental work. 


NEUTRONS 


Professor Hopwood is investigating the physicochemical 
effects of neutrons (particles of unit atomic weight 1 but car- 
rying no electrical charge) and gamma rays. He has estab- 
lished that the effects of neutrons are of the same nature as 
those of the gamma rays but far more powerful and that 
negatively charged colloidal particles become more stable and 
positively charged colloids less stable when irradiated with either 
neutrons or gamma rays. Over a wide range of exposures the 
breakdown of dilute aqueous solutions of hydrogen peroxide and 
the oxidation of dilute solutions of potassium metabisulfite were 
directly proportional to the number of neutrons captured or the 
amount of gamma ray energy absorbed. His experiments sup- 
port the view that the primary action of the radiations is on 
water, which suggests that the part played by water in the 
animal body is more important than has been supposed. 


THE TREATMENT OF CANCER 


At the Marie Curie Hospital, cancer of the corpus uteri has 
been treated by operation when possible and radiation has been 
reserved for cases in which operation was contraindicated or 
declined. But irradiation has given results which suggest that 
after all this may be the best treatment in all cases of cancer 
of the corpus, except when the cancer is complicated by myo- 
mas or ovarian tumors or possibly when pelvic inflammatory 
disease is present. The five year survival rate is found to be 
the same for radiotherapy as for operation, while the distress 
to the patient is much less. 

Cancer of the esophagus is treated at the Middlesex Hos- 
pital by radon mounted on Souttar’s tubes, a dose of 3,000 
roentgens being given in five days, during which the patient 
is fed by a stomach tube passed through the nose and the 
Souttar tube. This procedure improves the general health, 
avoids the need for gastrostomy and relieves the dysphagia 
during subsequent roentgen therapy, which is still considered 
to be the best treatment. 


RADIOTHERAPY IN METRORRHAGIA: A WARNING 


The Marie Curie Hospital issues a warning as to the radio- 
therapy of metrorrhagia in young women. The report points 
out that irradiation has produced abnormalities in the offspring 
of animals. This suggests that gene mutations may be pro- 
duced in the young. As only one generation has passed since 
radiotherapy has been used extensively, sufficient data are not 
yet obtainable as to the effect on human offspring. It is 
important that all women of child-bearing age receiving radio- 
therapy be kept under observation and their descendants fol- 
lowed up. 


The Value of a Surgeon’s Finger Tip 

The value to a surgeon of his finger tip has been the sub- 
ject of judgment in a law court. Mr. Hett, a London laryn- 
gologist, while on a vacation in Scotland hired an automobile 
for a drive. On alighting he placed his right hand on the 
center post of the front door in order to assist his wife, who 
was lame, to get out. The driver slammed the door, catching 
Mr. Hett’s right middle finger across the nail between the 
flange and the post and severing the bone. He brought an 
action for $16,000 against the proprietress of the car for the 
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negligence of the driver. In the Edinburgh court of sessions 
the judge, Lord Keith, held that the driver should have looked 
to see that the passenger's hand was not in danger before he 
shut the door. His failure to do so amounted to negligence. 
The surgeon had suffered permanent disfigurement and loss 
of sensitiveness of his finger tip. Being a specialist in ear and 
throat surgery, he would suffer from the loss, particularly in 
tonsil cases. He might be unable to undertake some of the 
more difficult throat operations and have to rely on an assis- 
tant more than formerly. The judge had difficulty in assessing 
damages. Mr. Hett was now 60 and he admitted that he 
intended to retire at 70, but he produced no figures to show 
his earnings during the year. The judge awarded $3,750 
damages, a little over a third of the claim. 


London Jewish Medical Society 

The eleventh annual dinner of the London Jewish Hospital 
Medical Society was held in London, with Prof. Henry Cohen 
of Liverpool in the chair. The guest of honor was Dr. Robert 
Hutchison, president of the Royal College of Physicians, who 
said that he was glad to be honored by a society in which he 
had so many friends and whose members belonged to a race 
to which the science of medicine owed so much. In propor- 
tion to its numbers no race had contributed so freely to medi- 
cine, especially during the last fifty years. The Jews and the 
Scots (of whom he is one) had many qualities in common, 
such as devotion to education, awareness of the value of hard 
work and a capacity for getting on. “We fear God and push,” 
he said. He suggested that both Jews and Scots were really 
strangers in England and should always remember that they 
were the guests of a kindly and tolerant people. 

“The society and its president” was the toast proposed by 
Mr. R. Scott Stevenson, in whose opinion too great limitations 
should not be imposed on the number of Jewish physicians 
admitted from central Europe. Replying on behalf of the 
society, the ophthalmologist Mr. Arnold Sorsby said that the 
persecution of the Jews was not a specifically Jewish problem 
but had its wider aspect; it was essentially an attack on the 
dignity of human life. An appeal was made on behalf of the 
refugees. 


PARIS 
(From Our Regular Correspondent) 
Dec. 31, 1938. 
Protest Against Inroads of Social Insurance and 
Competition of Public Hospitals 

Attention was called in a letter in Tue Journat Dec. 10, 
1938, to a protest meeting in Paris November 4 under the 
auspices of the medical syndicate or organization which has 
charge of public relations of the physicians practicing in Paris 
and its suburbs. More than 1,500 practitioners attended the 
meeting. The president, Dr. Boelle, said that practitioners 
with few exceptions are at present unable to earn a living. 
This affects recently licensed as well as older men, as shown 
by the number of appeals for aid from members of the syndi- 
cate. This state of affairs is a danger, because it is liable to 
tempt physicians to abandon the ethical methods so long upheld 
by the profession. Not only has the average practitioner’s 
income been reduced but his expenses have been increased by 
excessive taxation and the rise in the cost of living. The 
department of the Seine, in which Paris is located, contains 
one eighth of the entire population of France and one fourth 
of ail French practitioners. Many foreign physicians have 
come to France since the World War, thus adding to the 
competition. Another cause of the sad plight of the practi- 
tioner is the free rein given to quackery of all types. In 
few other countries does the press allow as much space to 
be occupied by advertisements of all sorts of cures. So far 
the medical profession has not been successful in its efforts 
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to suppress such practices, but some hope will be held out if 
proposed laws are passed. 

These two causes of the present depression are of minor 
importance compared with the major one of collective medi- 
cine as it is being practiced all over France, but not so 
seriously affecting the country practitioners as it does their 
city colleagues. A large percentage of patients, instead of con- 
sulting a physician at his office or calling him to attend them 
at their homes, apply for medical aid to the hospitals of the 
city of Paris, dispensaries of all kinds, social insurance bureaus 
and the organizations established by various industrial con- 
cerns. The city hospitals made no discrimination in their 
admission of patients. Many patients from country districts, 
by giving false addresses, are admitted although well able to 
pay for care in private institutions. It is estimated that 22 
per cent of the patients in public hospitals would be refused 
admission if inquiries were made as to their financial status. 
Many patients prefer to go to a city hospital because the 
staffs are composed of some of the most eminent members of 
the profession, who are appointed after a severe competitive 
examination. A bill is now before the parliament which will 
enable a stricter control to be maintained against admission 
of those who are able to pay for medical aid. 

A final cause of the present sad lot of the practitioner is 
the social insurance organization. The indemnities allowed for 
sickness and maternity claims have been so insignificant that 
it has resulted in the insured’s being forced to apply to dis- 
pensaries and city hospitals instead of consulting practitioners 
and going to private hospitals. The insured receives only 15 


but is obliged to pay twice as much for consulting a physician. 
Even if the patients go to a physician’s office or call him to 
their homes, the caisses compel a great many formalities to 
be fulfilled and pay only after much argument. 


Sulfanilamide in the Prevention of Puerperal 
Infection 

Before receiving a state license, every medical student in 
France is obliged to submit a thesis based on clinical or research 
problems. Dr. Guy Picot chose as the subject of his thesis 
a review of the effort now being made at the Tarnier Mater- 
nity Hospital of Paris to use sulfanilamide as a prophylactic 
in the prevention of puerperal infection. The observations 
included in the thesis cover a year, the drug being given only 
to women at or near term. Every pathologic case was excluded 
from the first series to forestall any criticisms. For every 
patient to whom the drug was given, another was kept under 
observation as a control, not receiving any medication. The 
treatment was begun four days before labor, the total dose 
being 16 Gm., and four days after delivery the same total dose 
was given. Of 1,175 patients, 479 were given sulfanilamide 
and 696 used as controls. A puerperal infection occurred in 
fifteen, or 3.13 per cent, of the 479 receiving treatment but 
there were no deaths. Of the 696 who did not receive any 
sulfanilamide ninety-seven, or 12.93 per cent, had a puerperal 
infection, and there was one death from peritonitis. Some 
interesting observations were made in a second series of women 
who had high temperatures before delivery as evidence of 
amniotic infection, Of five such patients treated before deliv- 
ery with sulfanilamide three failed to show any signs of puer- 
peral complications, but the others presented symptoms of mild 
infection. Five other women who had high temperatures before 
delivery and who had not received any drug treatment all 
presented the clinical picture of severe puerperal infection, one 
dying of subacute peritonitis. Although it is too early to 
evaluate the benefits of the administration of sulfanilamide as 
a prophylactic measure against puerperal infection, the results 
thus far have been encouraging and the treatment merits wider 
application. 


francs (35 cents) from the caisse, or social insurance office, . 
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Saenz Appointed Professor at Montevideo 


The internationally known researches on the bacteriology of 
tuberculosis of Dr. A. Saenz of the Pasteur Institute of Paris 
have received recognition by the Medical School of Montevideo, 
Uruguay, which has just notified Dr. Saenz of his appointment 
as professor of bacteriology. He has been engaged in research 
work for the past ten years at the Pasteur Institute of Paris, 
specializing in the bacteriology of tuberculosis. Dr. Saenz has 
been especially successful in isolating by the cultural method 
the tubercle bacillus from genito-urinary, cutaneous and menin- 
geal localizations of this type of infection. His monograph 
on the bacteriologic diagnosis of tuberculosis has had a large 
circulation. 

BERLIN 
(From Our Regular Correspondent) 
Dec. 26, 1938. 
The Origin of Syphilis 

Professor Aschoff, the Freiburg pathologist who is also 
inggrested in the history of medicine, has taken a stand with 
regard to the problem of whether syphilis was indigenous in 
Europe in ancient times. Scientists at one time believed that 
the disease had been imported into Europe by the sailors of 
Columbus. Then through the efforts of Sudhoff at Leipzig 
this theory came to be completely reversed, so that for many 
years the view has prevailed that syphilis has always been 
indigenous in Europe and that it merely chanced to appear in 
a particular severe form at the close of the fifteenth century. 
Sudhoff based his hypothesis in the main on data elicited from 
textual criticism. He claimed to have found in precolumbian 
European records a number of regulations issued in various 
cities allegedly to combat syphilis. Meanwhile it has been 
proved that the descriptions of symptoms with which Sudhoff 
bolstered his theory lacked uniformity and in all probability 
had to do with epileptic and epileptoid seizures. Consequently 
proofs of precolumbian European cases of syphilitic changes 
in the bones (and, if possible, in the vascular system) were 
much needed in support of Sudhoff’s theory. During the past 
ten or twenty years discovery of European paleolithic and 
neolithic sites containing human bones has been more and more 
frequent, yet in none of the skeletal remains was any trace 
of syphilitic change determinable. The old view of Virchow 
would thus seem to be substantiated. Sudhoff himself has 
pointed out that incontestable references to a venereal disease 
resembling syphilis are entirely lacking in the literary work 
of classical antiquity. About forty years ago at Marnetal, 
France, ancient bones were discovered which at first were 
reported to exhibit syphilitic alterations. It was later proved 
that this observation was based on a geologic error. 

Conversely, excavation of precolumbian burial sites in 
America has yielded skeletal material in which signs of syphilis 
are plainly evidenced. Yet such discoveries do not solve the 
problem of possible indigenous syphilis in Europe in ancient 
times. References to aneurysms are to be found in classical 
literature. Professor Aschoff, who made special mention of 
the American discoveries and these classical references, con- 
tributes greatly to the elucidation of the entire problem. 
Recently he was able to establish that the aneurysms described 
by the ancients were merely incised wounds of the smaller 
blood vessels of the extremities and of the head, produced by 
venesection. Conversely, the same authors, even in medical 
case records, make no reference whatever to the characteristic 
aneurysmal formation (usually at the arch of the aorta) of 
syphilitic origin. The more recent investigations made by 
Williams (1932) and the wholly new body of proof which he 
adduces with regard to syphilitic changes in precolumbian 
American skeletons are to Professor Aschoff far more con- 
vincing than Sudhoff’s still dubious textual research. Profes- 
sor Aschoff is therefore of the opinion that syphilis had no 
existence in Europe before the time of Columbus. 
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Congress of the German Genetic Society 

The German Genetic Society has in its membership inter- 
ested biologists, botanists, zoologists and physicians. One useful 
feature of the society's discussions is the diversification of points 
of view based on the various scientific disciplines, with regard 
to problems of general interest. The recent congress discussed 
some questions of importance to human genetics. 

On the first day F.. Claussen of Frankfort on the Main 
spoke on the pathology of heritable diseases. The parents of 
a tainted person may appear healthy and only by the most 
meticulous methods of examination will it be possible to elicit 
the slightest pathologic signs. In such cases one has to deal 
not with a recessive trait, as might be assumed on the basis of 
cursory examination, but with a dominant trait. Furthermore, 
polypheny can also be present; that is to say, disorders having 
a more or less dissimilar clinical appearance may be genetically 
related. The divergent aspect of characters belonging to the 
same gene can be conditioned by diverse environmental stimuli. 
The stimuli may from time to time modify the action of the 
gene. Research on twins here offers a useful explanation. A 
pair of enzygotic twins present a much higher proportion of 
correspondence with respect to pathologic manifestations than 
do a pair of dizygotic twins. This circumstance bespeaks the 
largely hereditary conditionality of the trait in question. Geno- 
typically related clinical syndromes come to be recognized 
through careful analysis and this makes possible a new classi- 
fication of disorders, based on genetic points of view. It is 
possible to observe the most conspicuous symptom of a dis- 
order without by any means understanding the gene action as 
a whole, Nevertheless, still other signs, less striking perhaps, 
may be coordinated with this particular gene, for example in 
deformities in which different groups are to be traced to the 
same gene, albeit with varying time of onset of the effect, as 
in disturbances in the growth of bone. 


NORMAL GENETICS 
Prof. Eugen Fischer of Berlin-Dahlem discussed “normal 
genetics.” The two factors that condition the development of 
the gene are heredity and environment. The action of the 
gene on the human vertebral column for exdmple has been 
thoroughly investigated. Since it has been proved that anal- 
ogous variations may occur in the vertebral column and the 
nerve plexus, the same gene would seem to be responsible for 
the distribution and structure of the vertebral column as well 
as for the distribution and structure of the great nerve plexus. 
Fischer next went into the problem of inverse symmetry and 
asymmetries. He contrasted the inherited asymmetries based 
on the action of a gene with those asymmetries which originate 
from slight environmental influences at work in utero. Other 
asymmetries, such as dextrality and sinistrality, can be under- 
stood not by a study of the individual but by a study of the 
population as a whole. They are explicable in terms of a 
purely environmental effect based on general developmental 
lability through various trivial circumstances such as position 
and curve of the embryo in quite early stages and the related 
divergent influence and nutrition of the two sides of the body. 
Finally there is the group of the true anomalies, known as 
deviating asymmetries. Irregularity of the cilia or freckles 
on the two sides of the body are typical anomalies of this 

group. 
HERITABILITY OF PSYCHIC CHARACTERS 
Gottschaldt of Berlin-Dahlem lectured on “phenogenesis in 
psychology.” His point of departure was the premise that the 
heritability of psychic characters has been proved through 
research on twins and that normal characters are as a rule 
polymerically conditioned. In camps for twins which have 
been organized for the express purpose of conducting these 
tests it has been possible to demonstrate the hereditary con- 
ditionality of certain traits. The prevalent mood shows a 
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proportionately greater correspondence in enzygotic twins. A 
preponderant hereditary conditionality is also evidenced by 
other psychic qualities, such as responsivity, impulsion, intel- 
lectual capacity and the intelligence. For pathologic mental 
activity, various types of hereditary transmission should be 
assumed. The author believes that, just as there are racial 
differences in the physique, there are likely to be differences 
in the realm of the psyche. 


Law to Regulate Orthopedic Shoes 


Regulation of the manufacture of orthopedic footgear has 
been decreed by the interested ministers. Hereafter orthopedic 
shoes can be made only by cobblers who have undergone spe- 
cial training and received a special certificate. An orthopedic 
shoe is a custom-made product of handicraft which differs 
from the so-called normal shoe in the manner of its manu- 
facture and in the general contour or in structural details. 
The individual peculiarities of orthopedic footgear are deter- 
mined by pathologic anomalies in the soft parts or in the bones 
of the foot or leg of the destined wearer; form and function 
alike may be taken into consideration. In order to prepare 
for the special examination the cobbler must undergo at least 
six months of training in a special recognized school or, in 
lieu of this training, offer one year’s experience as assistant 
to an orthopedic master cobbler. The new law should cer- 
tainly represent an improvement; orthopedic footgear should 
henceforward be orthopedic in fact as well as in name. 


Marriages 


Ben NEALY MILter Jr., Columbia, S. C., to Miss Ruth Eliza- 
beth Gambill of West Jefferson, N. C., in North Wilkesboro, 
N. C., in December 1938. 

Luioyp Scuiess, Shelley, Idaho, to Miss Betty Lee 
Miller of New Sweden at Logan, Utah, Sept. 25, 1938 

DanieEL Niven Stewart Jr., Hickory, N. C., to Miss Nan 
Norman of Gastonia, in Norfolk, Va., Dec. 22, 1938. 

Horace GILBERT STRICKLAND to Miss Agnes McIntyre Leak, 
both of Greensboro, N. C., in December 1938 

Maurice VERNON SHEETS to Miss Phoebe Ann Sheldon, both 
of Newcomerstown, Ohio, Oct. 31, 1938. 

Simon ANDREW SCHLUETER to Miss 
McGarry, both of Akron, Ohio, recently. 

Ina Morriss Harper to Mr. F. Le Roy Bradford, both of 
Benton Harbor, Mich., Dec. 31, 1938. ) 

Cuarces A. HorrMan to Miss Margaret Lynn Jack, both of 
Huntington, W. Va., Dec. 21, 1938. 

Vince MOSELEY to ie Matilda Elizabeth Holleman, both of 
Durham, N. C., Oct. 1 

James MILo Cincinnati, to Miss Mary Louise Ailes 
of Anna, Ohio, Noy. 23, 1938. 

Mark P. Hotianp, Mahanoy City, Pa., to Miss Edith Ditchey 
of Tamaqua, Nov. 24, 1938. 

James B. Seetey, Dearborn, Mich., to Mrs. Corette Cowan 
of Detroit in October 1938. 

Joun R. SHOEMAKER to Miss Bette Hunter, both of Cuyahoga 
Falls, Ohio, Nov. 16, 1938. 

Lynn E. Suarrar, Lincoln, Neb., to Miss Mary Ellen Ahern 
of Shubert,, Oct. 17, 1938. 

FrepertcK W. Srecert, Pana, IIL, 

St. Louis, Oct. 27, 1938. 

Joun Sprout to Miss Daurice V. Haley, both of Haverhill, 
Mass., in October 1938 

Irvine WEINSTEIN to Miss Blanche Sukoenig, both of New 
York, Aug. 21, 1938 

Joun B. Sutxo to Miss Virginia O'Byrne, both of La Salle, 
Ill., in October 1938. 

Epson J. ANprews to Miss Lola French, both of Milwaukee, 
Noy. 24, 1938. 
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Deaths 


Anton Schwartz Schneider, Plattsburg, N. Y.; Albany 
(N. Y.) Medical College, 1920; member of the Medical Society 
of the State of New York and the American Academy of 
Ophthalmology and Otolaryngology; fellow of the American 
College of Surgeons; on the attending staff of the Physicians 
Hospital and Children’s Home of Northern New York, Platts- 
burg, and the Clinton Prison, General and Tuberculosis Hos- 
pital, Dannemora; aged 48; died, Nov. 19, 1938, of coronary 
thrombosis. 


Alexander Macalister, Camden, N. J.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1885; member 
of the Medical Society of the State of New Jersey; past presi- 
dent of the Camden County Medical Society ; formerly secretary 
of the State Board of Medical Examiners of New Jersey; past 
president of the Camden County Tuberculosis Association ; aged 
70; died, Nov. 22, 1938, of carcinoma of the stomach with 
metastasis. 

William W. Bachman, Path, N. Y.; University of Buffalo 
School of Medicine, 1899; member of the Medical Society of the 
State of New York; at one time health officer of the town and 
village of Prattsburg; superintendent of the Pleasant Valley 
Sanatorium; on the consulting staff of the Veterans Adminisira- 
tion Facility; on the staff of the Bath Memorial Hospital; aged 
64; died, Nov. 28, 1938, of hypertensive heart disease. 


Carl Jacob Leutenegger ®@ Buffalo; University of Buffalo 
School of Medicine, 1920; associate in urology at his alma 
mater ; member of the American Urological Association; on the 
staffs of the State Institute for the Study of Malignant Diseases, 
Buffalo General Hospital, City Hospital, Our Lady of Victory 
Hospital and the Children’s Hospital; aged 45; died, Nov. 24, 
1938, of aplastic anemia and tuberculosis. 

Frank Thomas Duffy @ Los Angeles; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1914; member of the 
Illinois State Medical Society; served during the World War; 
was commissioned in the U. S. Veterans’ Administration and 
held various high positions ; aged 48; died, Nov. 17, 1938, in the 
Veterans’ Administration Facility of coronary thrombosis. 


Vito Luigi Raia ® Providence, R. I.; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1883; on the 
consulting staff of the Rhode Island Hospital; fellow of the 
American College of Surgeons; aged 81; died, Nov. 21, 1938, in 
the Jane Brown Memorial Hospital of carcinoma of the colon, 
intestinal obstruction and pneumonia. 

Clarence Henry Hall, Cherokee, Iowa; Medico-Chirurgical 
College of Philadelphia, 1904; past president of the Cherokee 
County Medical Society ; veteran of the Spanish-American War ; 
formerly on the staff of the Sioux Valley Hospital; aged 61; 
died suddenly, Nov. 30, 1938, of coronary sclerosis and diabetes 
mellitus. 

Mark Gorman Gates ® Santa Monica, Calif.; Los Angeles 
Medical Department of the University of California, 1910; on 
the courtesy staff of the Santa Monica Hospital; aged 52; was 
drowned, Nov. 15, 1938, near Kernville, when he fell into an 
irrigation canal while on a hunting trip. 


Walter Parks Bliss ® Pasadena, Calif.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1916; 
on the staff of the Collis P. and Howard Huntington Memorial 
Hospital; aged 49; was found dead, Nov. 3, 1938, of a self 
inflicted knife wound of the heart. 

Alva P. Maine, Webster, N. Y.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1870; for many years 
health officer and member of the school board; past president of 
the village; aged 92; died, Nov. 7, 1938, of diabetes mellitus 
and myocarditis. 

Edgar Franklin Magenheimer ® Evansville, Ind.; Indiana 
University School of Medicine, Indianapolis, 1910; served during 
the World War; on the staffs of the Deaconess Hospital and 
St. Mary’s Hospital : aged 51; died, Nov. 27, 1938, of cerebral 
hemorrhage. 

William Henry Redmond ® Cedar Rapids, Iowa; North- 
western University Medical School, Chicago, 1910; past presi- 
dent and secretary of the Linn County Medical Society; served 
during the World War; aged 53; died, Nov. 5, 1938, of coronary 
thrombosis. 

William Wilson Gingles, Castana, lowa; Kentucky School 
of Medicine, Louisville, 1890; member of the Iowa State Medical 
Society ; formerly secretary of the Monona County Medical 
Society ; aged 71; died, Nov. 10, 1938, of acute dilatation of the 
heart. 
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James Francis Power © New York; Bellevue Hospital 
Medical College, New York, 1898; consulting otolaryngologist to. 
St. Johns Long Island City Hospital, Long Island City, N. Y.; 
aged 64; died, Nov. 25, 1938, of cerebral embolism. 


Alphons E. Bachhuber @ Mayville, Wis.; Northwestern 
University Medical School, Chicago, 1898; past president and 
secretary of the Dodge County Medical Society ; aged 61; died, 
Nov. 24, 1938, of coronary thrombosis. 


David Arch Rannells, Chillicothe, Ohio; Starling Medical 
College, Columbus, 1891; veteran of the Spanish-American 
War; aged 72; died, Nov. 11, 1938, in the Velernae Administra- 
tion Facility of bronchopneumonia. 

Carl Wurm, Pleasantville, N. Y.; Bellevue Hospital Medical 
College, New York, 1892; member of the Medical Society of 
the State of New York; aged 75; died, Nov. 1, 1938, of car- 
cinoma of the stomach and liver. 

Eugene Thomas McNamara, Somerville, Mass.; Tufts 
College Medical School, Boston, 1896; Bellevue Hospital Medi- 
cal College, New York, 1897; aged 79: died, Nov. 19, 1938, in 
Melrose of chronic nephritis. 

William Jacob Bott, Rockville Centre, N. Y.; University 
of Buffalo School of Medicine, 1898 ; served during the World 

ar; aged 65; died, Nov. 22, 1938, of coronary thrombosis and 
arteriosclerosis. 

Hugh Howard Mitchell, Regina, Sask., Canada; University 
of Toronto Faculty of Medicine, 1910; for many years coroner ; 
superintendent of the Regina General Hospital; aged 55; died, 
Oct. 14, 1938. 

Arthur Alexandre La Rue, Worcester, Mass.; Baltimore 
Medical College, 1901; formerly member of the board of health 
of Waltham, Mass.; aged 61; died, Nov. 1, 1938, of chrenie 
myocarditis. 

John C. Moore, Trenton, Tenn.; University of Louisville 
(Ky.) Medical Department, 1875; Jefferson Medical College of 
Philadelphia, 1881; aged 86; died, Nov. 25, 1938, of pneumonia. 


John Huntington Lewis, Cincinnati; Cincinnati College of 
Medicine and Surgery, 1896; aged 68; died, Nov. 7, 1938, in 
St. Mary Hospital of cardiorenal disease and arteriosclerosis. 

Lorne Joseph Violette, St. Leonard, N. B., Canada; Uni- 
versity of Montreal Faculty of Medicine, 1911; for several years 
mayor ; aged 54; died, Oct. 6, 1938. 

Declan Edward Foley, Los Angeles; Queen’s University 
Faculty of Medicine, Kingston, Ont., Canada, 1886; also a 
priest; aged 75; died in October. 

Edward Allmeroth, St. Louis; St. Louis College of Physi- 
cians and Surgeons, 1891; aged 69; was found dead, Oct. 16, 
1938, of chronic endocarditis. 

Ulysses M. Carwell, Hendricks, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 1898; ag 
65; died, Oct. 17, 1938. 

August Pohlman, Philadelphia; Baltimore Medical College, 
1896; also a clergyman; formerly a medical missionary; aged 
74; died, Oct. 9, 1938. 

Alonzo Garrett, Gallipolis, Ohio (licensed in West Virginia 
in 1888); Civil War veteran; aged 91; died, Nov. 1, 1938, of 
coronary occlusion. 

John Jackson Rivenbark, Samson, Ala.; Georgia College 
of Eclectic oN and Surgery, Atlanta, 1897; aged 77; 
died, Oct. 17, 1938. 

John Archibald MacMurchy, Dresden, Ont., Canada; Uni- 
Hg, of a Faculty of Medicine, 1916; ‘aged 53; died, 

ov 

Angus A. McLean, London, Ont., Canada; University of 
ee Faculty of Medicine, Toronto, 1907 ; ‘aged 58; died, 
Nov. 9, 1938. 

Milton Newman, New York; University of Southern Cali- 
- oo of Medicine, Los ‘Angeles, 1935; aged 29; died, 

ct 


William Angelo Mott, Rathwell, Man., Canada; Manitoba 
Medical College, Winnipeg, 1907; aged 73; died, Oct. 20, 1938. 

Gustav A. Christensen, Cass Lake, Minn. (licensed in 
Minnesota under the Act of 1887) ; aged 74; died, Oct. 9, 1938. 

Wilson Yates Young, Toronto, Ont., Canada; ser 
Medical College, Toronto, 1895; aged 73; died, Oct. 7, 1 

Oliver S. Burns, Lebanon, Va.; Kentucky ahiwy of 
Medicine, Louisville, 1885; aged 73; died, Oct. 26, 1938. 

Walstein M. Tompkins ® New York; Unica: of Buffalo 
School of Medicine, 1898; aged 79; died, Oct. 13, 1 

Thomas Jones Mendenhall, Rosston, Ark. ‘eanead in 
Arkansas in 1903); aged 73; died, Oct. 8, 1938. 
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Bureau of Investigation 


“PATENT MEDICINE” PROMOTION 
WITH A NEW TWIST 


Numerous inquiries from physicians and laymen have come 
to the attention of this Bureau concerning a nine page report 
headed “To the Women of America” and appearing on the 
stationery of the “Women’s National Institute—Sponsored by 
Eighteenth Annual Women’s National Exposition of Arts and 
Industries,” 247 Park Avenue, New York City. The letter is 
signed by Mrs. Gertrude E. Fox, Chairman. The stationery 
contains an exhaustive list of “Members National Advisory 


Committee.” 
names listed inclu What happened to Colds 
at the Main Street School 


those of many promi- 
nent persons. The 
subject matter of the 
report is the “Common 
Cold.” One paragraph 
reads as follows: 


“In rendering this re- 
port, we make grateful 
acknowledgment te Dr. C. 
C. Pierce of the United 
States Public Health Ser- . 
vice, Dr. Yale Kneeland, 
Jr., College of Physicians 
and Surgeons, Columbia 
University, and Dr. John 
Staige Davis, Jr., noted 
New York physician, all 
of whom participated in 
the Forum and the sum- 
maries of whose reniarks 
follow herewith. We also 
investigated Common Cold 
Clinics conducted in vari- 


ty 


~ 


A WOME GUIDE. A 
We found that important ville school children are certainly — guide that any moth is 

impressive, aren't they? They m her .. a8 milhons have 
clinics, from the viewpoint py yet Gay a only a smal! proved for Lap poe It emphasizes 
. the its from hundreds of wmportance of certain simple rules 
of supervised numbers of tests of Vicks Plan—in whi Ith as the primary defense aga 
individuals and groups, 7031 Guldren} took port. two spectaliaed medications 
ticated findings, were con- types or stages of 


We have studied the re- ware Gy 
ports of these clinics and 
found them to be impres- 
sive and instructive.” 

The North Carolina 
report which re- 
ferred to contains the 
following as a part of 
the instructions given 
by supervising physi- 
cians : 

“At the first sniffle or 
sneeze, use l|’a-tro-nol at 
once, just a few drops, up 
each nostril.” 

“At night massage the 
throat, chest and back 
with VapoRub .. .” 

Obviously, this is insidiously concealed advertising for the 
various Vick products. The same report is apparently the basis 
of a direct advertising program, as evidenced by the advertise- 
ment reproduced herewith, from the Ladies’ Home Journal for 
February 1939 (page 52). 

The Bureau of Investigation answers inquiries concerning 
these two preparations as follows: 

Vicks VapoRub.—The state chemists of Louisiana reported some years 
ago that this is essentially yellow petrolatum with camphor, menthol and 
oils of thyme, eucalyptus and turpentine. In other words, it is a mild 
counter-irritant, taking the place of the old farm remedy of turpentine and 
lard, or coal-oil and lard. 


Vicks Va-tro-nol._-We understand that this is essentially a mixture of 
menthol, camphor, eucalyptus and other aromatics, with a small amount 
of ephedrine in a mineral oil base, but as no quantities are given, the 
information does not mean a great deal. These drugs are, of course, 
common ingredients of “nose drops,’”’ and so there is nothing new or 
wonderful about the mixture. 


In view of the inclusion in this presumably unprejudiced 
report of recommendations for these proprietary medicines, 


BUREAU OF INVESTIGATION 


Jour. A. M. A. 

Fes, 4, 1939 
inquiry was made of the physicians whose names were mentioned. 
Dr. C. C. Pierce of the United States Public Health Service 
was not aware of the combination of an abstract of his material 
with the report from North Carolina exploiting the Vicks prepa- 
rations under the auspices of the Women’s National Institute. 
He states: 

“In the talk I gave, nothing was said about the treatment of colds, but 
after several talks by various doctors on the common cold, the invitation 
was given to ask questions. In answering these questions, I distinctly 


advised against the use of any sprays or gargles, or applications of 
so-called remedies.” 


Dr. Yale Kneeland Jr. stated in reply to an inquiry: 

“I spoke first, and discussed the general subject of the pathogenesis of 
the common cold, its etiology, etc. During the questions which were 
asked after I had finished, there were a good many which related to 
therapeutics. 1 was careful not to mention ‘patent medicines’ and most 
of my discussion of therapy related to the fact that it is very difficult to 
demonstrate that any of the alleged remedies or preventives commonly 
in use do any good. Mrs. Fox subsequently sent me a stenographic copy 
of my remarks, and I do not remember having seen VapoRub or Va-tro-nol 
mentioned in it.” 


Dr. John Staige Davis Jr. stated in part in reply: 

“Since receiving your letter, I have looked over the folder which they 
sent to me. This part was not discussed at the meeting and was added 
following our talks. I am not certain, but I do not think that any reports 
from the North Carolina clinics on the Common Cold were mentioned 
at the luncheon. I had to leave as soon as I had finished speaking. I do 
know, however, that all the ladies at the luncheon were requested by Mrs. 
Fox, the Chairman, to ask no questions about any specific medicines, as 
that might be classed as advertising. If you will read the reports, 
you will notice that I have stated to avoid excessive use of sprays in the 
early stages of a cold, as the pressure involved might tend to carry the 
infection of a slight coid back into your throat and into the eustachian 
tube. It would hardly seem likely that the Vick Chemical Company would 
want to attach any of their advertising matter to such a statement as that.” 


The physicians assumed that they were addressing a lay 
audience interested in the subject of the common cold. What 
of the sponsors : the Women’s National Institute? The Women’s 
National Exposition of Arts and Industries appears to be a 
device for scheduling expositions of items of interest to house- 
wives. Manufacturers are given the opportunity of obtaining 
space in the exposition, and it would seem, therefore, to be 
largely a means of advertising the products of those who pur- 
chase exhibit space. This is the organization which, in turn, 
gave rise to the Women’s National Institute. 

North Carolina is, of course, the home state of the Vick 
Chemical Company. The section of the form letter headed 
“Report of the North Carolina Clinics on the Common Cold” 
gives a list of the hospitals and schools in which the clinics were 
held. A tabulation of the number of individuals studied and the 
instructions which were given are quoted in this brief abstract 
of the work that was done. Yet there is no indication of the 
sponsorship of these clinics nor is there any evidence as to why 
the medical institutions concerned studied the Vicks products 
or instructed patients to use them. 

Much of the material contained in the summary and _ the 
recommendations is satisfactory, but the obvious purpose of 
the whole performance was the ultimate recommendation for 
the use of these proprietary medicines. Having secured by this 
circuitous technic what appears to be scientific sponsorship for 
the products concerned, the next step was circulation of this 
leaflet. For this purpose a double-barreled shotgun was 
employed. The first barrel was released “To the Women of 
America,” particularly leaders of women’s organizations, urg- 
ing “that they present it to their organizations at an early date.” 
The second was released “To the Educators of America Youth.” 
In one instance the latter was distributed without first obtaining 
the opinion or advice of the school medical department. 

The magazine advertising is more direct—“Vicks Plan may 
do less for you than it did in the clinical tests. On the other 
hand it may do even more! Every package 
includes directions for following Vicks Plan.” 

The ingenuity of American promotional and advertising agen- 
cies is proverbial. The effort here described may be admirable 
as a new departure in advertising technic; as a means of enlist- 
ing reputable organizations in the promotion of proprietary 
preparations by giving a semblance of scientific and ethical 
sponsorship, it can only be condemned. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


CHRONIC NEPHRITIS IN CHILDHOOD 


To the Editor:—-A white girl aged 6 years with a completely irrelevant 
family history had had a questionable edema of mild degree of the face and 
extremities for about one year; it was not known which appeared first, the 
edema of the face or of the extremities. Also it was intermittent in 
character. All efforts to elicit a story of any previous febrile disease, 
joint pains or urinary disturbance were of no avail. The patient was 
first seen Nov. 19, 1938. Following an acute coryza several days before 
there was an acute anuria for about twenty-four hours and the edema 
previously present became worse. The patient had had no fever or other 
evidence of acute infection except for the coryza. No medication had 
been given. Physical examination was negative except for generalized 
edema and stupor. Neurologically the child was normal; eyeground exami- 
nation was negative; the heart and lungs were normal both on physical 
and x-ray examination. The blood pressure was 110 systolic, 60 diastolic. 
The temperature was 98 F., the pulse rate 80, the respiratory rate 20. 
The patient began urinating freely twelve hours after admission and grad- 
uaily improved; she is still in the hospital and has some edema but is 
fully conscious and intelligent. The red count was 4,200,000 hemoglobin 
14 Gm., white count 14,600, polymorphonuclears 56 per cent, lymphocytes 
40 per cent, and polymorphonuclear eosinophils 2 per cent. Repeated 
counts have been essentially the same except for a drop of the white cells 
to 10,000. The urine on admission showed albumin 4 plus, many hyalime 
and granular casts, no red or .white cells, benzedine negative, dextrose 
negative, specific gravity 1.025. Daily urinalyses revealed a gradual 
lessening of the albumin to a trace to one plus and the casts also 
diminished. On the ninth day after admission many red cells in the urine 
suddenly developed, which persist to date. The albumin stays about one 
plus, and casts have all disappeared. All specimens are catheterized. 


Blood Chemistry, Milligrams per Hundred Cubic Centimeters 


Nonprotein 
Date Urea Nitrogen Nitrogen Creatinine 
75 
31 20 1.2 


It was suggested that there were alkaline salts in the urine which 
prevented the complete utilization of the acid digestive mixture in the non- 
protein nitrogen, and on this date I did nonprotein nitrogen determina- 
tions using 1, 2 and 4 cc. of the mixture to 5 cc. of the protein free 
filtrate. With the 1 and 2 cc. reactions the results were 76 mg. and with 
the 4 cc. reactions 75 mg. per hundred cubic centimeters, The icteric index 
on November 30 was 3. The Wassermann reaction was negative. A 
determination of the creatinine and creatine in the urine was found to be 
high; unfortunately, I do not have the exact figures available. Also a 
large amount of alkaline salts was reported. Just what this meant I 
cannot say, as this urine chemistry was only told to me and I have been 
unable to meet the chemist who made the determination. The only treat- 
ment has been concentrated dextrose solution intravenously, restriction of 
fluids, and a low protein and salt free diet. Only twice has the tem- 
perature been elevated, and then only to 99-100 F. for thirty-six hours. 
The blood pressure has been essentially the same, as have the pulse and 
respiration. Please give your impression of the correct diagnosis and 
please account for the nonprotein nitrogen being repeatedly lower than 
the urea nitrogen. Incidentally, | have been told that giving sulfanilamide 
would do this, but this patient has had none. Could sulfanilamide give 
this type of reaction? Please give in detail the chemistry of the paradox 
of the part being greater than the whole, where the nonprotein nitrogen 
is lower than the urea nitrogen. Also what is the proper treatment for 
this type of case? M.D., Louisiana. 


ANSWER.—This case gives all the clinical manifestations of a 
chronic diffuse nephritis in childhood. Such conditions usually 
have a chronic course with a tendency to gradual elevation of 
blood pressure and increasing malnutrition if the patient is 
allowed to go on with a restricted diet. The condition is 
described as chronic nonspecific nephritis because the cause is 
unknown at the present time. Experience indicates that a high 
protein, high vitamin diet is beneficial and that there 1s some 
hope of recovery when the disease runs as favorable a course 
as this one is doing. The diet should include meat, eggs or 
cheese three times a day as well as raw fruits and vegetables, to 
provide for unknown food factors which might be importa 
and the administration of liberal doses of all the known vitamins: 
The salt should be restricted only while the patient is edematous. 
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The queer blood chemistry is difficult to explain except on 
the possibility that there was some slip up in the reagents used 
by the laboratory. Sulfanilamide would be unlikely to account 
for this type of reaction, but as the child has not received sulf- 
anilamide, it certainly cannot be a factor in this instance. 


UNILATERAL EDEMA IN CONGESTIVE HEART FAILURE 

To the Editor:—An obese white woman aged 67 was admitted to the 
hospital Oct. 7, 1938, with congestive heart failure. The patient was 
orthopneic; the heart was enlarged and no murmurs were audible; the 
heart sounds were weak and irregular. Kahn and Kline reactions of the 
blood were negative. Blood count revealed 4,500,000 red blood corpuscles, 
9,800 white blood corpuscles, 2 per cent eosinophils, 2 per cent stab cells, 
80 per cent segmented cells and 16 per cent lymphocytes. Urinalysis 
revealed a few granular casts and many white blood corpuscles with a 
tendency to fixation of the specific gravity at 1.022. The blood urea was 
18.6. Some arteriovenous constrictions and “violin string’ arteries were 
noted on examination of the eyegrounds. The patient was treated with 
digitalis, diuretics and sedatives and on one occasion was placed in an 
oxygen tent for seventy-two hours. She suffered from periodic attacks of 
severe dyspnea and cyanosis and occasionally of precordial pain. Between 
these attacks her general condition was not so bad, but she always 
remained orthopneic. October 19, edema of the right arm and leg began to 
increase rapidly. By the morning of October 23 it had become massive, 
tW® extremities being greatly increased in size and literally water-logged, 
while the left arm and leg remained as they were. These edematous 
extremities remained warm to the touch and the deep tendon reflexes 
remained normal, Sensation could not be tested at this time because the 
patient was stuporous and dyspneic, although she would remove the extremi- 
ties from a painful stimuli. She moved these extremities with some diffi- 
culty, owing to their greatly increased weight. At this time the blood 
pressure in the right arm was 100/75 and in the left arm 120/85. At 
5:25 p. m. the patient suddenly died while being removed from the bed- 
pan by a nurse. On what anatomic grounds could this unilateral edema 


be explained? Cuartes C. Kisstncer, M.D., McKeesport, Pa. 


ANSWER.—The extent of failure is not clearly outlined at the 
beginning of this case history. Assuming that there was some 
generalized edema already, the intimated progressive and extreme 
increase of this edema of the right arm and leg might be 
explained in one of the following three ways: First and most 
important probably is the position of the patient. Many per- 
sons with heart disease, especially those with large hearts and 
decompensation, prefer to lie on the right side because of the 
greater ease of breathing, since there is generally a preponderant 
right hydrothorax, and the greater comfort as to the sense of 
palpitation—the beating of an enlarged heart is often disagree- 
able when the patient lies on the left side. When this happens 
there is naturally dependent edema of the right side of the body. 
The second explanation might be that there is probably also 
mechanical retardation of both venous and lymphatic circulations 
returning from the dependc1t arm and leg because of the pres- 
sure of increasingly edematous tissues on the veins and lym- 
phatics, without necessarily any actual thrombosis. A_ third 
explanation would be the occurrence of partial right hemiplegia, 
the least likely because there are no other signs of such a 
condition. 

The cardiac diagnosis would seem to be old hypertensive heart 
disease with auricular fibrillation and heart failure, perhaps 
complicated by coronary disease, perhaps also pulmonary infarc- 
tion. Other factors such as malnutrition may play a part, but 
they are by no means certain from the information supplied. 


CONTAGIOUSNESS OF POLIOMYELITIS 
To the Editor —I should like to know the period of contagion of anterior 
poliomyelitis or how soon it would be safe for a youngster of 6 to be 
permitted to come in contact with other youngsters after an attack of 
anterior poliomyelitis. M.D., Michigan. 


ANsweER.— The period of contagion of epidemic anterior 
poliomyelitis is not as definitely known as is the case with 
infectious diseases the causative organisms of which can be 
easily isolated and identified. There is considerable evidence 
that this disease is not contagious after the onset of paralysis 
(total lack of contagion in hospitals and among attending 
physicians and nurses, and the rarity of secondary cases in 
the same family). The exception to lack of contagiousness 
among physicians and nurses occurred in the Los Angeles 
epidemic of 1934, when an epidemic occurred within a large 
general hospital. Alleged secondary cases can often be 
explained by a prolonged incubation period. The most com- 
plete evaluation of the incubation period for this disease in 
man which has been based on the assumption of contagion 
within a family (which phenomenon has yet to be conclusively 
proved) is that of Aycock (J. Prev. Med, 3:103 [March] 
1929). Actual isolations of virus have n too few to base 
statements of contagion on them. It appears to be easier to 
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isolate the virus from the nasopharynx (Trask and Paul and 
others) and from rectal washings (Harmon, Krigsten and 
Harkins) within the first ten days after the onset of paralysis. 
However, there are a few isolations of the virus on record, 
made more than a month after the onset of the disease and 
from persons (healthy carriers) who have never had the dis- 
ease. To add to the present confusion, the time honored 
concept of this disease as being spread by nasopharyngeal 
secretions has been questioned as the result of finding the 
virus in the intestinal tract of man convalescent from the 
disease (Harmon, Krigsten and Harkins, confirmed by 
Kramer) and by the failure to find lesions in the olfactory 
bulbs in fatal cases in man (Sabin). 

At the present time it appears that a rigidly enforced quar- 
antine of three weeks after the onset of the disease is ade- 
quate. The effectiveness of closing schools and preventing the 
congregation of children in attempting to control epidemics 
has been questioned. 


EFFECT OF SHOCK ON DRUNKENNESS 

To the Editer:—Could shock, such as that sustained following an 
automobile accident with a resulting head injury and temporary loss of 
consciousness, cause a man who had been drunk before the accident to 
become sober? In this particular case there are five witnesses who will 
swear that the person involved was drunk before an accident and when I 
saw him a few minutes afterward he was definitely sober. It is my 
opinion that, if this man had a high enough concentration of alcohol 
in his blood stream to cause drunkenness, shock would not eliminate it 
fast enough to sober him up immedately. Am I correct in this? 

M.D., New York. 


ANSWER.—It is not unusual for a drunken man to appear to 
be sober after an accident. This sobering effect has nothing to 
do with elimination of alcohol but is largely a psychic phe- 
nomenon, probably associated with a temporary redistribution of 
alcohol in the body. Just as a sleepy or apparently exhausted 
person can pull himself together when the occasion demands, 
so the drunken person may be able to control himself as long 
as an unusual mental or physical stimulus has sufficient effect. 
He is simply compensating for the toxic action of alcohol by 
increased effort. When the stimulus has been removed he 
usually reverts to a state of drunkenness. This fact is extremely 
important, since many persons escape conviction as drunken 
drivers because they are able to give a good account of them- 
selves when in contact with the police, and it is only through 
chemical tests for alcohol in body fluids that the correct diagnosis 
can be made. 

Elbel in Die wissenschaftlichen Grundlagen der Beurteilung 
von Blutalkoholbefunden, page 93, explains the sobering effect 
of emotional stimuli by consideration of the action of epinephrine 
on the body. If the adrenal glands are extirpated in an animal, 
the piichanen for alcohol is greatly decreased. Also ordinary 
amounts of alcohol cause splanchnic vasoconstriction and a corre- 
spondingly increased intracranial circulation of alcohol contain- 
ing hen fright or excitement occurs, the sudden 
splanchnic vasodilatation is associated with a decreased circula- 
tion of alcohol through the brain. 


AGE DISTRIBUTION OF DIPHTHERIA AND 
FREQUENCY OF RECURRENCES 
To the Editor:—1. What percentage of cases of diphtheria occur between 
ages 14 and 20? 2. What percentage of cases in adults? 3. What is 
the frequency of recurrences in an individual having had a proved case? 
M.D., Texas. 


ANsW Ek.—Age incidence for diphtheria is regency by special 
factors in different communities. For example, after an immun- 
ization campaign among children of preschool age the percentage 
of diphtheria patients in the higher age groups will be more 
evident. If the immunization campaign is carried out energeti- 
cally among school children as well as those of preschool age, 
the percentage of adults with diphtheria in a large city is likely 
to be noticeable. 

1. Ordinarily the proportion of cases between 14 and 20 is 
about 8 per cent. 

2. The proportion of cases in adults (those 16 years and over) 
is about 10 per cent. Nevertheless in a large contagious disease 
hospital during the years 1935 to 1937 inclusive among 1,298 
diphtheria patients treated 18 per cent were adults, that is 16 or 
more years of age. 

3. Second attacks of diphtheria are not exceedingly uncom- 
mon. However, among 20,000 hospital cases of diphtheria the 
rate was approximately 0.1 per cent. 

According to the annual report of the chief medical officer of 
the Ministry of Health (Great Britain) for the year 1937, 
approximately 90 per cent of all cases of diphtheria occur under 
15 years of age. 


Jour. A. M. A 
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POSSIBLE PAROXYSMAL HYPERTENSION 

To the Editor:—A white man aged 56, weighing 240 pounds (109 Kg.), 
complains of a chilly sensation up and down his spinal column occurring 
when sitting at his desk, driving his automobile, walking or in a theater. 
This sensation is followed in a few minutes by a complete blanching of 
his entire body, usually beginning on the hands, which lose their normal 
pink color and become extremely pale and white. His face becomes white 
and following this goose pimples appear over his body. He says that at 
this time his arm from his elbow feels numb and lifeless. Immediately 
after this he becomes weak and his legs want to buckle under him, he 
says. Within three to ten minutes his normal color will return. He 
feels fairly weli except for being extremely weak. He sometimes suffers 
eight or ten attacks during a day. At times the blanching appears only 
on one arm and hand, the other arm and hand remaining pink; in a few 
minutes they resume the normal color. His blood pressure has varied 
from 90/76 to 150/76. His pressure has varied as much as 40 points 
in each arm. All laboratory work gives normal results. The electro- 
cardiogram is normal. X-ray studies of the chest are negative. I should 
like to know the cause and treatment of this phenomenon. 

M.D., Ohio. 


Answer.—The situation described is an unusual one. It is 
apparent that the patient suffers from extreme stimulation of 
the sympathetic nervous system during the episodes described, 
since they are characterized by vasoconstriction (blanching of 
the skin) and “goose pimples.” It is important to know the 
values of the blood pressure and the pulse rate during one of 
these episodes. The condition is suggestive of paroxysmal 
hypertension due to adrenal tumor. If there is definite elevation 
of the blood pressure and tachycardia during the episodes 
described, this possibility should be distinctly considered. 
tumor of the adrenal gland which causes paroxysmal hyperten- 
sion may be palpated occasionally and sometimes causes sufficient 
displacement of the kidney to show changes in the excretory 
urograms. In some instances it is advisable to inject air around 
the kidney in an attempt to visualize such tumors. The corre- 
spondent is referred to the following articles on paroxysmal 
hypertension : 
Pincoffs, M. C.: Paroxysmal Hypertension Associated with Suprarenal 
Tumor, abstr. THe — jul 6, 1929, p. 

Mayo, Charles H.: aroxysma Hi pertension with LS al of Retro- 
vv Nerve, THE JouRNAL, Sept. 24, 047. 

Howard, J. E., and Barker, W. H.: oceans: Hypertension and 
Other Clinical Manifestations Associated with Benign Chromaffin Cell 
183 Bull. Johns Hopkins Hosp. 61: 371 


QUININE FOR INFLUENZA 

To the Editor:—The head of our nursing school brought me a 
pamphlet edited by the Cinchona Products Institute, Incorporated, New 
York, in which the value of quinine as a preventive agent in influenza 
is extolled. The bibliography, which includes some thirty-six authors, 
contains only one article published in this country (Frankel: New York 
J., Nov. 23, 1938). I told her that I had no opinion on the subject. 
May I ask whether or not there is evidence that the drug has prophylactic 

value during epidemics of influenza? 

H. D. Patmer, M.D., Rockford, Ill. 


Answer.—While much material has developed regarding the 
value of quinine as a preventive and a therapeutic agent in 
influenza, the evidence at hand does not support the claims. 
Certain reports have stressed the fact that large doses of quinine 
must used before the onset of infection and that under these 
conditions fewer individuals come down with the disease while 
others have thought that the administration of the drug in such 
a manner afforded benefit only by lessening the severity of the 
disease. There has been equally good or even better evidence 
that in the north temperate climate this effect of quinine has not 
been so striking. The same effects have been reported for 
antipyrine and the results, if any, are in the latter instance better 
than they are for quinine. To date it is safe to say that no one 
drug has established itself as an efficient prophylactic. 


APPENDICAL ABSCESS 


To the Editor :—Please give references or definite technical information 
on opening an appendical abscess “extraperitoneally.”’ 
Raymonp H. McPuerron, M.D., Chicago. 


ANSWER.—Roger Vaughan, writing on appendicitis in Nelson's 
Loose-Leaf Surgery (vol. V, page 341 L), objects to the extra- 
peritoneal route of abscess evacuation on account of the inability 
of the surgeon to explore for secondary abscess and because 
intraperitoneal damage may occur without the operator’s knowl- 
edge of the accident. On the other hand, Sir James Berry in 
his oration before the Medical Society of London in 1932 (Fallen 
Idols: The Case of Appendicitis, Lancet 1:1027 [May 14] 1932), 
tracing the entire history of appendical surgery, states that the 
experience of half a century has taught that local drainage, 
preferably extraperitoneally, is the method of choice in all 
walled-off appendical abscesses. He further cites the case of 
King Edward VII, whose life was undoubtedly saved by a small 
incision and drainage of an appendical abscess. Orr, in the 
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QUERIES AND 
discussion of treatment of appendical abscess (J. Missouri 
M. A. 31:232 [June] 1934), states that “if, instead of subsiding, 
the [appendical] mass increases in size and develops into a well 
defined abscess, drainage is indicated. The abscess should 
drained extraperitoneally through a small incision when possible. 

small percentage may be drained through the vagina or the 
rectum. If the peritoneal cavity is opened when the incision is 
made, it is safer to pack gauze down to the abscess wall, mak- 
ing a sealed channel to the surface of the body, through which 
the abscess ‘may be drained later. No effort should be made to 
remove the appendix when a localized appendix abscess is 
drained.” In a surgical clinic J. N. Coombs (S. Clin. North 
America 14:173 [Feb.] 1934) shows by an excellent illustration 
the retroperitoneal approach to an appendical abscess. Most 
surgeons agree that the mortality in the neglected case of appen- 
dicitis has been distinctly lowered by conservative surgery, con- 
sisting in waiting until there is definite abscess formation and 
drainage through a small opening, carefully avoiding the free 
peritoneal cavity. 


HIGH PALATAL ARCH IN YOUNG WOMAN 
To the Editor:—A woman aged 20 has an exceedingly high palatal 
arch, which greatly obstructs her nasal passages. At the age of 6 her 
tonsils and adenoids were removed; nevertheless she has been a mouth 
breather and has a high arch. Would you advise either removal of the 
lower turbinates or removal of one or more molar teeth, or both? 
C. B. Greear, M.D., Honaker, Va. 


ANsWwER.—Malformations of the face and jaws are dependent 
on local and systemic factors, prenatal and postnatal in their 
influence. Of the local factors, mouth breathing due to nasal 
obstruction from any cause is usually cited as causing narrow 
high arched palates and narrow nasal cavities with subsequent 

occlusion. It -is true that some such cases are probably 
caused by the lack of nasal ventilation, for they may be watched 
in their development after nasal obstruction. On the other 
hand, the so-called adenoid facies may be seen in children with- 
out adenoids, and tracheotomy tubes have been worn by chil- 
dren for years without any ill results on the nasal or palatal 
development. Thus it is probable that nasal obstruction and 
high palatal arch do not necessarily have a cause and effect 
relationship. 

In the patient under discussion it is likely that, with the 
malformation well established and present at the age of 20, 
corrective procedures would be ineffective in correcting the 
condition. It may be that some intranasal surgical procedure, 
trimming the lower portions but not entirely removing the lower 
turbinates, may give enough increase in nasal space to con- 
stitute mechanical relief and allow nasal respiration. However, 
this would not change the palatal configuration, which is prob- 
ably permanent. 


OXYGEN REQUIREMENTS AT HIGH ALTITUDES 

To the Editor :—I am interested in obtaining information concerning the 
use of oxygen for human beings at high altitudes or in the stratosphere. 
I have so far been unable to find any references on the quantity of 
oxygen needed for respiration. If there has been any research as to 
vital capacity and total oxygen used in high altitude such as mountain 
tops compared to sea level I should like to know about it. What other 
reaction does one have to consider besides oxygen consumption in sending 
a patient by air? I would appreciate any reference that would give 
quantitative amounts of oxygen used and foot pounds of energy necessary 
for the extra work of the heart in high altitude. M.D., California. 


Answer.—Experiments in the low pressure chamber, as well 
as investigations in which various oxygen concentrations were 
inhaled at normal barometric pressure, indicate that the oxygen 
consumption is unchanged when the oxygen concentration is 
diminished to 13 per cent. At lower concentrations of oxygen, 
such as from 8 to 10 per cent, the oxygen consumption is 
diminished. 

Experiments carried out by Zuntz and von Schrotter showed 
an insignificant rise in the oxygen consumption in a n 
flight up to an altitude of more than 5,000 meters. Observations 
carried out at high altitudes did not reveal any change in oxygen 
consumption at an altitude below 3,000 meters. Increases in 
oxygen consumption were observed at altitudes varying from 
3,600 to 4,500 meters, but the great variability of the results 
obtained suggests that differences in temperature and nonbasal 
conditions are largely responsible for the increases in metabolism 
observed. 

According to Grollman (Am. J. Physiol. 94:287 [Aug.] 1930) 
the minute volume increased by 40 per cent on Pike’s Peak. 
Similar results were obtained by Ewig and Hinsberg (Ztschr. 
f. klin. Med. 115:732, 1931) in Switzerland. 

It must be taken into consideration that these increases in 
minute volume are only temporary and that normal values may 
be obtained again after the number of blood corpuscles have 
increased sufficiently. 
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CONNECTIONS BETWEEN THALAMIC AND 
HYPOTHALAMIC NUCLEI 
To the Editor:;—Please discuss the connection between the various 
nuclei of the thalamus to the hypothalamus and periventricular nuclei. I 
should like to know whether there is such a connection established in man. 
Joun Gara, M.D., New York. 


_ ANswer.—Relatively little is known concerning the connec- 
tions between thalamic and hypothalamic nuclei. The mammilo- 
thalamic tract, which arises from the medial mammilary nucleus 
and ends in the anterior nuclei of the thalamus, is said to con- 
tain some fibers running in the reverse direction. Periven- 
tricular fibers, running close to the wall of the third ventricle, 
join the thalamic nuclei of the midline with the hypothalamic 
nuclei and more especially with the posterior hypothalamic 
nucleus. These connections probably contain both ascending 
and descending fibers. It is probable that the dorsomedial 
nucleus of the thalamus may receive impulses from the hypo- 
thalamic and periventricular nuclei and relay them to the frontal 
cerebral cortex. What little is known concerning these connec- 
tions is based on the study of mammalian brains and can only 
tentatively be applied to man. The chief papers dealing with 
this subject are those of : 
lark, W. E. : i izati i 
Clark, W. E. Le Gros: Morphological Aspects of the Hypothalamus, in 
Clar . E. Le Gros; Beattie, John; Riddoch, George, and Dott, 
: The Hypothalamus, Edinburgh and London, Oliver and 


Boyd, 1938. 

Clark, W. E. Le Gros, and Boggon, R. H.: On the Connections of 

_ Anterior Nucleus of the Thalamus, J. Anat. 67: 215 (Jan.) 1933 

Krieg, W. J. S.: e Hypothalamus of the Albino Rat, J. Comp. 
Neurol. 55:19 (June) 1932. 

Rioch, D. M.: Studies on the Diencephalon of Carnivora: III. Cer- 
tain Myelinated Fiber Connections of the Diencephalon of the Do 
(Canis Familaris), Cat (Felis Domestica) and Aevisa (Crossarchus 
Obscurus), J. Comp. Neurol. 58: 319 (Oct.) 1931. 


the 


ABNORMAL BREAST AND CHILDBIRTH 

To the Editor :;—As a child a primipara who is now about four months 
pregnant suffered a severe burn of the right stde of the chest. There 
is a good deal of scar formation and no nipple present on the right side. 
The breast itself is fairly well developed. What procedure should one fol- 
low when the breast becomes greatly distended in later months and after 
delivery? Is a tight dressing all that is necessary? Would it be best to 
dry up both breasts as soon as possible? M.D., Ohio. 


Answer.—Although there may be considerable congestion of 
the breasts following delivery, it may be possible to continue 
nursing from the breast which has the normal nipple. The 
abnormal breast will undergo considerable congestion, but in 
several days this should decrease and eventually subside com- 
pletely. During the interval, ice caps and a tight binder can - 
be applied to the breast which is to be dried up. The acini in 
a breast will secrete only as long as there is an exit for the 
milk. When the milk secretion fails to be removed, these glands 
undergo atrophy. During the latter part of pregnancy, a breast 
support will give relief if there is any discomfort. 


NO BLOOD TEST FOR RACE DIFFERENTIATION 
To the Editor :—Several of us are anxious to know whether any work 
has been done to differentiate by the precipitin test the blood of Negroes 
from the blood of white persons. We have read one or two of the con- 
ventional toxicologies and no mention was made of this. 
M.D., Alabama. 


ANSWER.— Since the introduction of the precipitin test, 
attempts have been made to apply this technic for the differ- 
entiation of human bloods of different races, particularly bloods 
of Negroes and white persons. For the latest attempt to 
develop such a test see the paper by Fischer and Racquet 
(Ztschr. f. Immunititsforsch. 94:104, 1938). Though from 
time to time reports have appeared in which the writers claim 
to have succeeded in differentiating blood of various races, 
none of these claims could be confirmed by subsequent inves- 
tigation. All authorities agree at the present time that it is 
not possible to differentiate the bloods of Negroes and white 
persons by the precipitin test. 

On the other hand, there are certain serologic differences 
between Negro and white blood of a statistical nature. For 
example, group B is more frequent in Negroes in New York 
City than in white persons, and in addition subgroup Az occurs 
more often in Negroes, and also the so-called agglutinogen P 
(Landsteiner, Karl, and Levine, Philip: J. Jmmunol. 18:87 
{[Feb.] 1930). Several years ago Landsteiner, Strutton and 
Chase (ibid. 27:469 [Nov.] 1934) discovered a rare agglutin- 
able property in human blood with the aid of agglutinating 
serums obtained by immunizing rabbits with the blood of a 
particular Negro. This rare agglutinogen was far more com- 
mon among Negroes than among white persons. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


STATE AND TERRITORIAL BOARDS 
A Montgomery, June 20-22. Sec., Dr. J. N. Baker, 517 
Dexter Ave., Montgomery. 


PS ggg Juneau, March 2. Sec., Dr. W. W. Council, Box 561, 
uneau. 
ARIZONA Basic Sciexce. Tucson, March 21. a Dr. Robert L. 


University of Arizona, Tuc 

: Medical (Regular). Little Rock, "hae 8-9. State 
Medical Board of_ the Arkansas Medical Society, Dr. L. J. Po: 
317 State Line, Texarkana. edical (Eclectic). Little Rock, June 
Sec., Dr. ae H. Young, 1415 Main St., Little Rock. 

CALIFORNIA: Written examinations. Los Angeles, Feb. 6-9, San 
Sventions, July 10-13, and Sacramento, Oct. 16-19. Oral examinations 
(required when reciprocity application is based on a state certificate or 
license issued ten or more rey before filing application in California), 
San Francisco, March 22, Los Angeles, August 7, and San Francisco, 
Nov. 15. Sec., Dr. Charles B. Pinkham, 420 State Office Bldg., 


Sacramento. 
New Haven, Feb. 11. 


CONNECTICUT: 
license examination. Board of Healing Arts. 


Nugent, Science Hall, 
Sec., 


Basic Science. 


Prerequisite to 
Address State 1 


1895 Yale 


Station, New Haven. Medical (Regular). Wartford, March 14-15. 
Endorsement. UHartford, March 28. Sec., homas P. Murdock, 147 
W. Main St., Meriden. Medical (Homeopathic). wig March 14. 


Sec., Dr. Joseph H. Evans, 1488 Chapel St., New Hav 


DELAWARE: Dover, July ie Sec., Medical Gammel of Delaware, 
Dr. peat S. McDaniel, 229 S. State St., Dover. 

District oF CotumBia: Basic Science. Washington, June 26-27. 
Sec., Commission on Licensure, Dr. George C. Ruhland, 203 District 
Bldg., Washington 
' FLoRID — June 19-20. Sec., Dr. William M. Rowlett, 
Sox 786 

GEORGIA! June. Joint-Sec., Examining Boards, Mr. 

= Coleman, 111 State Capitol, Atlant 

HO: Boise, April 4-7. ir., of License, Mr. 


p. B. Cruikshank, Rm, 355, State Capitol Bldg., 
Chicago, April 11-13, June 20-22, “Oct, 17-19. Super- 
intendent of Registration, Department of Registration and Education, 


20-22. Sec., Board of Medical Registra- 


Indianapolis, 
Bowers, 301 State House, Indianapolis. 


tion and Examination, Dr. J. W. 


KANSAS: Kansas City. June 20-21. Sec., Board of Medical Registra- 
tion F. 905 N. 7th St., Kansas City 
KENTUCKY: po Tune 7-9. Sec., State Board of Health. ‘Dr. 


MeCormect, 620 S. Third St., 


Louisville. 
"Sec 


Maine: Portland, March 14-15. Board of Registration of Medi- 
cine, Dr. Pong P. Leighton, 192 State St. and. 
ARYLAND: Medical (Regular). Baltimore, June 20-23. Sec., Dr. 
John T. O° Mara, 1215 Cathedral St., Baltimore. Medical (Homeopsthic) 
ohn A, Evans, 612 Oth St. 


June 20-21. Sec., Dr. 


altimor 
Boston, March 14-16. Sec., Board of 
in Medicine, Dr. Stephen Rushmore, 413-F State a Bosto 
MICHIGAN: Ann Arbor and Detroit, June Boar 4 yr Regis- 


4-16. 
Earl McIntyre, 100 Ww. St., Lansing. 
Sec., State Board of Health, Dr. 


S. A. Cooney, 216 Power 


_Carson City, Feb. 6. Sec., 
Dr. John E. Worden, acne ‘ity. 
New HAMPSHIRE: oncord, March 9-10. Sec., Board of Registration 
in Medicine, Dr. Fred E. Clow, State House, Concord. 
. es June 20-21. Sec., Dr. Earl S. Hallinger, 28 


Le Grand Ward, 135 Sena 


tration in Medicine, Dr. 
Jackson, Tune. Asst. 
Tackson. 
ana: Helena, April 4-5. Sec., Dr. 
NEVADA: 


Reciprocity and oral examination. 
Capitol Bldg., C 


Be Fe, April. Sec., Dr. 


ORTH CAROLINA: Rateien. June 19. Sec., Dr. William D. James, 

The Hamlet Hospital. Hamlet. 
OREGON: asic Science. Portland, Feb. 25, Corvallis, July &. and 
Portland, Oct. 28. Sec., State Board of Higher Education, Mr. Charles 
D. Byrne, irs of Oregon, Eugen 


PvERTO San Juan, -anome 7 Sec., Dr. O. Costa Mandry, 
Department of Health, San Jua 

Soutn Carouina: Colu agg June 27. Sec., Dr. A. Earle Boozer, 
505 Saluda Ave., Columbia. 

Vermont: Burlington, 7-9. Sec., Board of Medical Registration, 
Dr. W. Scott Nay. Underhi 

Vireinta: Richmond. 21-23. Sec., Dr. J. W. Preston, 30% 


rome Road. Roanoke. 
West VIRGINIA: Charle ston. March 6 mete Public Health Council, 


Dr. Arthur E. McClue. State Capitol, Charleston 

Wisconsin: Basic Science: Madison, April 1 ec., Prof. Robert N, 
Baner, 3414 W. Wisconsin Ave., Milwaukee. 

Wyominc: Cheyenne, Feb. Sec., Dr. G. M. Anderson, Capitol 
Bldg., Cheyenne. 

NATIONAL BOARD OF MEDICAL EXAMINERS 
SPECIAL BOARDS 

Examinations of the National Board of Medical Examiners and Special 

Boards were published in Tue JourNnat, January 28, page 357. 


Oklahoma Reciprocity and Endorsement Report 
Dr. James D. Osborn Jr., secretary, Oklahoma State Board 
of Medical Examiners, reports sixteen physicians licensed by 
reciprocity and two physicians licensed by endorsement from 
Sept. 15 through Nov. 28, 1938. The following schools were 
represented : 


School LICENSED BY RECIPROCITY Gr 
University of Arkansas School of Medicine.......... 37) Arkansas 
Univ. of Illinois College of Medicine. (1936). (1937), (1938) Illinois 
University of Kansas School of Medicine............ 193 Kansas 

ulane University of Louisiana School of Medicine. .(1933) Louisiana 


University of Michigan Medical School...... (1930), beg) Michigan 
University Medical College of Kansas City, Missouri. yt 13) Nebraska 
Creighton University School of Medicine............. Be Missouri 
Ohio State University College of Medicine.......... io 
University of Oklahoma School of Modicine. . (1937) Ghaeato, New York 
University of Tennessee College of Medicine Hee ie 937) Tennessee 
Baylor University College of ‘Medici ate (1936) Texas 
University of Vermont College of Medicine (1923) Vermont 

School LICENSED BY ENDORSEMENT at en 
College of Medical Evangelists.................0005. (1935)N. B. M. Ex. 
Vanderbilt University School of Medicine............ (1935) N. B. M. Ex. 


Oregon June Examination 
Dr. Joseph F. Wood, secretary, Oregon State Board of Medi- 
cal Examiners, reports the written examination held at Portland, 
June 21-23, 1938. The examination covered sixteen subjects 
and included ninety-two questions. An average of 75 per cent 
was required to pass. Forty candidates were examined, all of 
whom passed. The following schools were represented: 


Y 
College of Medical vane (1938) 76.8 
George Washington U niversity School of Medicine:.... (1937) 86 


Medical Schoo 
University of Kansas School of Medicine............ 


University of Ghishoue School of Medicine.......... "(1937 
University of Oregon Medical School................ (1934) 59.4, 
(1936) 85.8, 88.9, (1937) 85.2, 85 6, 86. 9, 
87.1, 88.3, 88.7, 89.3, 89 90.1 


89.9, 90.1, 90.7, 91. 
Jefferson Medical College of Philadelphia (1937) 90 


McGill University Facuity of Medicine............... 1937) 86.7 
Georg August-Universitat Medizinische Fakultat, Gét- 


* Licensed to practice osteopathy and surgery. 


Book Notices 


By Hobart A. Reimann, M.D., Professor of Medicine, 
With a foreword by Rufus Cole. 
Philadelphia & 


The Pneumonias. 
Jefferson Medical College, Philadelphia. 
Cloth. Price, $5.50. Pp. 381, with 111 illustrations. 
London: W. B. Saunders Company, 1938. 

This is the second recent presentation which classifies etio- 
logically acute inflammations of the lungs or pneumonias and 
presents them as individual diseases. The pathologic histology 
of the various pneumonias is expounded most acceptably and 
beautifully illustrated. To avoid any anatomic implications, Dr. 
Reimann discusses the pneumonias in part I A, on pneumococcic 
lobar pneumonia, and I B, on atypical pneumonia, giving as 
synonyms bronchopneumonia, lobular and catarrhal and diffuse 
pneumonia and pneumonitis. Part II is devoted to pneumonia 
as a specific form occurring as part of a systemic disease. 
Part III discusses pneumonias secondary to acute and chronic 
disease, mechanical shock, senility and so on caused by mixed 
infection. Strict adherence to the author's classification leads 
to some reduplication, such as presentation of influenzal pneu- 
monia and tuberculous pneumonia in two separated sections and 
also to such a cryptic statement as one on page 325: “In the 
usual form in nonspecific atypical pneumonia, the earliest typical 
roentgenographic evidence is the appearance of small moderately 
dense irregular shadows.” 

Because of its succinct presentation of much valuable material, 
this volume should be accessible to all who study and treat acute 
respiratory diseases. In a scientific presentation in book form 
such statements as “from the literature’ or “from various 
authors” attached to charts are inappropriately incomplete 
because they cannot be verified or critically evaluated. The 
statement that “in normal persons the upper air passages gener- 
ally harbor a variety of potentially pathogenic micro-organisms” 
is debatable and is an example of statements which lack adequate 
bibliographic or other documentation. In some instances empha- 
sis is ill placed. More space is given to the rare experimental 
vaccinial pneumonia than to the entire discussion of oxygen 
therapy. The latter is limited to three fourths of a page and 
omits both descriptive details of treatment and the basis for the 
selection of apparatus. 

So that they may be corrected in a future edition, some mis- 
statements and omissions are called to the attention of the author : 
On page 27 the description of the effect of injecting carbohydrate 
during pneumonia and in the response to serum therapy is 
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reversed. On recovery from pneumonia and when ample serum 
is given, the skin reaction (described by Francis) appears (not 
disappears as stated). On page 75 only vitamin A is mentioned 
in the section on metabolism. Vitamins B and C are not men- 
tioned, although vitamin C has been studied in its relation to 
pneumonia. On page 142 there is no adequate evidence for the 
retention of chlorides during pneumonia. The studies of Peabody 
and of Greenwald refute this old belief. On page 157 the advice 
that serum should be stopped if several severe reactions occur 
would be better if changed to read that a different lot or kind 
of serum should be used. On page 140, such a statement as 
“experience in large hospitals, however, shows that it is quite 
safe for a patient to be placed unscreened in a general ward, 
at least as far as the danger of contagion among immediately 
neighboring patients is concerned, since cross infection seldom 
occurs” is harmful because false, unless modified to state that 
wide spacing of beds is provided and an aseptic technic prac- 
ticed. Where the matter has been studied, ample evidence has 
been provided to show that cross infections occur, even among 
pneumonia patients. The practice in Scotland and in some large 
American hospitals of removing pneumonia patients from _ 
medical wards is justified. 


Le duodénum: Atlas de radiologie clinique. Par P. Cottenot, médecin 
radiologiste de l’Hépital Broussais, Max Lévy et Ed. Chérigié, assistant 
de radiologie de l’H6pital Broussais. Préface de M. Robineau. Cloth. 
io ay 285 frances. Pp. 223, with 994 illustrations. Paris: G. Doin & Cie, 
This highly practical work, presented in atlas form, essays to 
provide a sound basis for the training of physicians who wish 
to undertake the interpretation of roentgenographic and screen 
appearances in the upper digestive tube, and to supply a font 
of experience in the form of a rich collection of interesting and 
proved duodenal cases with which to make comparisons. The 
opening pages are concerned with technical considerations, fol- 
lowed by a discussion of the numerous variations from the usual 
normal that may be encountered; then in turn are passed in 
review the various chapters of duodenal abnormalities with a 
concluding chapter on the radiologic aspects of the stomach and 
upper small bowel after duodenal operations. The illustrations 
are abundant, well chosen and excellently reproduced, with 
clarifying schematic drawings provided for each. Only cases are 
included which have been well worked up and the diagnosis 
verified indisputably. This is a valuable contribution to the 
radiologic and gastro-enterologic specialties. 


Slums of New York. By Harry Manuel Shulman. 
Pp. 394. 
The reader picking up this book from a sense of duty, antici- 
pating a dull and depressing catalogue of human misery and 
degradation or a social worker’s crusade, is soon agreeably sur- 
prised to find a readable and interesting character study of slum 
neighborhoods and tenement denizens. The book deals with 
four typical slum areas, which are briefly described as follows: 
Tyler Street is an Old World community, Fleet Street a cross- 
roads between Occident and Orient, Parnell Street an old slum, 
and Palm Street a “conflict of cultures.” The first section of 
the book is descriptive of the slum areas to be studied, from 
a general point of view. Then follow chapters more specific in 
character, dealing in each instance with the slum in its relation 
to the family and then, in a separate chapter, with the social 
world of the child in each of these areas. Each general chapter 
on each of the areas under study deals with composition of the 
population, housing, broken and disorganized homes, family 
accord and discord, health of parents, effects of the depression, 
adjustment to slum life, language and literacy, social institutions 
and family life, adult antisocial behavior, and social selection as 
a factor in the crime rate. Typical chapters on the social world 
of the child treat of education, retardation, attitudes toward 
schools, health, employment, the home, outdoor play, clubs and 
organizations, summer recreation, supervised recreation, com- 
mercial recreation, parental supervision, behavior disorders and 
juvenile delinquency. Throughout, the approach appears objec- 
tive and free from preconceived theories which it is sought to 
prove. 

Most interesting to the medical reader is the treatment of the 
health situations in these slums. Except for one suggestion 
among the conclusions to the effect that the school must look 
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after the health of the children unless some other agency does 
so, one finds here no suggestion of the stock in trade of the 
advocates of medical socialism, no suggestion that all the evils 
of poverty can be remedied by merely providing more and 
cheaper medical care. The author has not, apparently, been 
misled into confusing causes and effects and prescribing the 
superficial remedy of more medical care for the deep-seated 
economic, social and cultural causes which underlie the mani- 
festation known as a slum. Instead, he challenges public educa- 
tion to furnish the cultural stimuli which will penetrate the 
barriers of lethargy, lingual obstacles and adherence to Old 
Werld traditions and furnish the dwellers in these slum areas 
with cultural interests and with educational opportunities to 
prepare them for a more fully rounded life. 


Klinische Infekttonslehre: Einfiihrung in die Pathogenese der Infek- 
tionskrankheiten. Von Dr. med. habil. Felix 0. Héring, Oberarzt der II. 
Medizinischen Klinik und Dozent an der Universitat Miinchen. Mit 
einem Geleitwort von Professor Dr. A. Schittenhelm. Paper. Price, 9.60 
marks. Pp. 184. Berlin: Julius Springer, 1938. 

This presents an interesting and instructive discussion of 
the genesis of infectious diseases from the point of view of 
the symbiotic relations between the host—the patient—and the 
specific infectious agent. The common principles of the various 
manifestations as distinct diseases of this symbiosis under dif- 
ferent conditions are clearly set forth. Reading the book will 
serve to clarify and enlarge the understanding of the infectious 
diseases because, so to speak, it bridges the gaps between 
microbiology, immunology and these diseases as usually presented 
in the medical curriculum. 


A Manual of Reparative Plastic Surgery. By J. Eastman Sheehan, 
M.D., F.A.C.S., Professor of Plastic Reparative Surgery, New York Poly- 
clinic Medical School and Hospital, New York. Cloth. Price, $5.50. Pp. 
311, with 332 illustrations, including 18 plates. New York & London: 
Paul B. Hoeber, Inc., 19 


Plastic Surgery. By Arthur Joseph Barsky, M.D., D.D.S., Associate 
Surgeon in charge of the Department of Reconstructive Surgery, Beth 
Israel Hospital, New York City. Cloth. Price, $5.75. Pp. 355, with 432 
illustrations. Philadelphia & London: W. B. Saunders Company, 1938. 


Die konstruktive Form des menschlichen Kérpers. 
Cloth. Price, 36 marks. Pp. 280, with 
Munich: J. F. Bergmann, 1938. 


Plastische Anatomie: 
Von S. Mollier. Second edition. 
468 illustrations by Hermann Sachs. 

Three books on the plastic art within a short period certainly 
indicate a growing interest in this recently revived but ancient 
specialty. At present many interesting books are available. The 
recent additions by Sheehan and his former associate Barsky 
will no doubt be welcomed by those who found the previous 
publications in this country too restricted in scope. Both of 
these authors have attempted to extend their text beyond the 
province of one specialty and have taken the broader view of 
plastic surgery in its fundamentals as applicable to ail fields of 
surgery. 

Sheehan, whose previous books on plastic surgery of the orbit 
and plastic surgery of the nose won him such renown, now turns 
his attention to the subject of autoplastic repair and devotes a 
third of his new book to a discussion of the principles of tissue 
restoration. His long experience in the field has ably fitted 
him for the task and one finds it easy to read and understand 
these basic facts, which he has boiled down to a comparatively 
few pages. The remainder of the book is taken up with the 
application of these principles to certain common conditions in 
the field of eye, ear, nose and throat, the oral cavity, the hand 
and cutaneous conditions. 

Barsky’s book follows a similar pattern but devotes less space 
to the fundamentals and more to the actual technic in various 
locations. One is amazed at the wide field that is covered in 
this comparatively small book. The author states that it was his 
intention to show only those operations which are typical for 
certain conditions, thus implying that many other procedures 
are available. It is therefore a book which should appeal to 
those who are preparing themselves for this type of work as well 
as those who are doing only a modest amount of it. General 
surgeons will find much that is helpful in both books and every 
surgeon who expects to treat traumatic cases necessitating 
reparative procedures should acquaint himself with the many 
fine details which make for more successful results and which 
have been brought down to date by both of these authors. 

Mollier’s book is intended primarily for artists and sculptors 
and is concerned with the study of the framework of the body 
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as manifested by and having an influence over its contour. The 
bones, muscles, ligaments and joints are discussed from the 
point of view not only of supporting structures but of plastic 
materials subject to certain limitations of motion and flexibility. 
Much of the value of the book lies in the beautiful colored draw- 
ings by Hermann Sachs, which seem to breathe life into an 
otherwise rather dry subject: * Orthopedists might find this book 
valuable in their daily practice because of the attention given to 
the mechanics of the joints, muscles and ligaments and their 
influence on posture and motion. 


Lehrbuch der speziellen pathologischen Anatomoie fiir Studierende und 
Arzte. Von Dr. Eduard Kaufmann. Band Il, Teil 1. Lieferung 1: 
Knochen, Gelenke, Muskeln, Sehnen, Sehnenscheiden, Schleimbeutel. 
Anhang: Literaturangaben. Bearbeitet von Georg B. Gruber. Ninth and 
tenth edition. Paper. Price, 30 marks. Pp. 993-1367; 207*-279,* with 
247 illustrations, Berlin: Walter de Gruyter & Co., 19438. 

This is the first instalment of the first part of the second 
volume of the ninth and tenth edition, revised and enlarged, of 
Kaufmann’s well known Pathologic Anatomy. The first volume, 
991 pages, was published in 1931 and the second part of the 
second volume, which consists of the references (206 pages) for 
volume 1, was published in 1932. The remaining instalments 
of the book will appear shortly. According to the foreword 
the revision of the second volume was commenced by Kaufmann, 
who died in 1931, and is now in the course of completion by 
his successor in GOttingen and others. The aim is to preserve 
the original character of the work so far as possible. The 
number of illustrations, all black and white drawings in the 
instalment before us, will be increased and some of the old ones 
replaced by new. The present instalment deals with the diseases 
of bones, joints, muscles, tendons, tendon sheaths and bursae. 
The pathologic anatomy of these diseases receives a thorough, 
well arranged and well illustrated consideration. The references 
are collected at the end and cover seventy-two closely printed 
pages, forming a continuation of references to the first volume. 
Evidently the second part of the second volume will contain 
only references. 


Pediatric Surgery. By Edward (. Brenner, A.B., M.D., F.A.C.S8., Direc- 
tor of Surgery, Riker’s Island Hospital, New York. Cloth. Price, $10. 
Pp. 843, with 293 illustrations. Philadelphia: Lea & Febiger, 1938. 

The use of judicious operative procedures in infants and chil- 
dren presumes an appreciation of knowledge peculiar to that 
age period. The author has attempted to present this informa- 
tion in a textbook covering pediatric surgery systematically. 
Practically all the conventional subjects except fractures are 
included in the scope of the book. Chapters on anesthesia, blood 
transfusions, cleft lip and palate, thoracic surgery, genito- 
urinary surgery and neurosurgery are contributed by colleagues 
of the author. These are well done and materially contribute 
to the book. The author has been left the task of epitomizing 
the rest of the field of pediatric surgery. This is a difficult 
assignment in the space permitted in one volume and he has 
done it creditably. The common surgical conditions in infants 
and children are for the most part well handled. The section 
on congenital malformations of the upper part of the gastro- 
intestinal tract could be expanded, as this phase of pediatric 
surgery is a most important one in infancy. Likewise it would 
seem advisable to present some definite detail on the nutritional 
aspects of postoperative care in infants. Not all physicians will 
have the services of a well trained pediatric consultant. The 
chapter on preoperative and postoperative care is not in keeping 
with the quality of some of the other chapters. This should be 
improved in the next revision, as it is an important considera- 
tion in pediatric surgery. The book is well illustrated with 
diagrams and reproductions of photographs. The data are in 
keeping with current medical thought except for the author’s 
discussion on tetanus. The use of intrathecal therapy as out- 
lined by the author will be questioned by students of tetanus. 
If the author has conviction on this type of treatment he still 
owes it to his readers to present the current views. Other 
omissions appear which will undoubtedly be corrected in the next 
edition. The author should also give serious consideration to 
the omission of a well selected bibliography. In spite of his 
expressed intention of not writing a textbook of encyclopedic 
character, the reader often would like to go beyond the confines 
of the text in a particular subject and guidance would be helpful. 
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Clinical Atlas of Blood Diseases. By A. Piney, M.D., M.R.C.P., Con- 
sulting Physician, International Clinic, Tunbridge Wells, London, and 
Stanley Wyard, M.D., M.R.C.P., Physician, the Royal Cancer Hospital, 
London. Fourth edition. Cloth. Price, $4.50. Pp. 127, with 42 plates, 
38 in color. Philadelphia: P. Blakiston’s Son & Co., Inc., 1938. 

Many physicians are familiar with this concise atlas of hema- 
tology. The present revision comprises rewriting of much of 
the text and the addition of five new plates. The authors have 
carefully considered the inclusion of an index but have decided 
to arrange the table of contents in alphabetical order and append 
page numbers to the entries in the glossary as a means of 
facilitating reference. While most physicians will use the book 
chiefly as an atlas, others will find the epitomized text useful 
in refreshing themselves on clinical hematology. Under the 
discussion of glandular fever some mention should be made of 
the fact that the determination of heterophile antibody is useful 
when the blood smear is doubtful. The plate on glandular fever 
would also be more valuable if it pictured more than one type 
of cell found in glandular fever. Since bone marrow study is 
being undertaken with increasing frequency, the authors should 
consider the advisability of including a concise discussion of 
sternal aspiration and the picturing of some typical smears in 
normal and disease states in the next revision of their book. 
This should not cause undue expansion. The present edition is 
highly recommended to the practitioner and student of medicine. 
It is one of the most useful books in hematology and compares 
favorably with any large atlas for clinical purposes. 


Kurzes Worterbuch zur Geschichte der Medizin. Von Prof. Dr. B. 
Mayrhofer, Vorstand der Lehrmittelsammlung fiir Geschichte der Medizin 
an der Universitat Innsbruck. Paper. Price, 9 marks. Pp. 224. Jena: 
Gustav Fischer, 1937. 

This is a history of medicine in which subjects, personalities 
and other material are listed in alphabetical order with from 
one to fifteen lines on each subject. The American reader wlil 
find the book difficult to use intelligently because, for example, 
the first published medical work is listed alphabetically under 
the words “Erste medizinische Drucke.” Naturally many a 
great American investigator and contributor to medical science 
is omitted entirely. There is no mention of Benjamin Rush or 
of Walter Reed, and three lines are given to Banting. Oliver 
Wendell Holmes is omitted and fifteen lines are given to 
Semmelweis. Crawford Long is omitted and William Thomas 
Green Morton is listed as Wilhelm Morton. 


The Art and Science of Marriage. By Esther Bogen Tietz, M.D., Ph.D., 
Kesident Physician, Longview State Hospital, Cincinnati, Ohio, and 
Charles Kipp Weichert, Ph.D., Associate Professor of Zoology, University 
of Cincinnati. With an introduction by Morris Fishbein, M.D., Editor, 
Journal of the American Medical Association. Whittlesey House Health 


Series, Morris Fishbein, Editor. Cloth. Price, $2.50. Pp. 279. New 
York & London: Whittlesey House, Mc-Graw-Hill Book Company, Inc., 
1938. 


The writers of this book are a physician, with a special train- 
ing in psychology, and a biologist. They have approached the 
problem of modern marriage from these two points of view and 
have endeavored to provide not only a guide to those about to 
he married but also an understanding of the chemical, physical, 
physiologic and biologic factors of the human body concerned 
in these sex relationships. After three chapters dealing with 
courtship and marriage they provide an easily understandable 
outline of the various systems of the human body and of their 
physiology. The concluding chapters of the book deal with 
adolescence, embryology, heredity and parenthood. The book 
is among the sanest and most dependable of all the many in this 
field that have been recently published. 


Index-Catalogue of the Library of the Surgeon General's Office, United 
States Army (Army Medical Library). Authors and Subjects. Fourth 
Series. Vol. tll: C-Czygan. [Including] Second Supplement, Fourth 
Series: Congresses, Tentative Chronological and Bibliographical Reference 
List of National and International Meetings of Physicians, Scientists and 
Experts. Cloth. Price, $2.75. Pp. 295; 1,051. Washington, D. C.: Supt. 
of Doc., Government Printing Office, 1938. 

To those who are familiar with the Index Catalogue, this 
volume covering the letter C needs no further recommendation. 
The listing of approximately 1,200 congresses, most of them of 
medical interest, represents an addition which will be widely 
welcomed. These publications constitute invaluable aids in 
bibliographic research. 
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Psyche and the Physiologists and Other Essays on Sensation. By 
Edward Guy Dru Drury, M.D., B.S., D.P.H., Lecturer on Physiology 
and Hygiene at Rhodes University College, Grahamstown, South Africa. 
Cloth. Price, 5s. Pp. 98. London: H. K. Lewis & Co., Ltd., 1938. 
The author of this volume is a general practitioner of South 
Africa as well as a lecturer on physiology and hygiene. He 
has a fine sense of humor. Here he has collected six addresses 
made at various occasions, in which he pokes gentle fun at some 
of the exaggerations of modern medical science in the fields of 
psychology, pediatrics and physiology. In the course of his 
essays he conveys a great deal of practical information. One 
of the most interesting of the essays is the last, which has the 
title “Visceral Disharmony,” in which he concludes with an 
analysis of the physiology of sex and love. 


Keats as Doctor and Patient. By Sir William Hale-White, K.B.E., 
Consulting Physician to Guy’s Hospital, London. Cloth. Price, $2. 
Pp. 96, with 5 illustrations. New York, Toronto & London: Oxford 
University Press, 1938. 

The poet Keats was slightly over 25 years of age when he 
died. He had studied medicine for five years and during one of 
these years had been seriously ill of tuberculosis. Dr. Hale- 
White tells the story of Keats’s medical career and of the 
medical care given to him in his illness. The book affords 
certain intimate views of the great poet which many a previous 
biographer has not emphasized. Dr. Hale-White is convinced 
that the medical studies of Keats influenced his writings so 
little as to be negligible. He is also convinced that the native 
industry of the poet forced him to work very hard at medicine 
but that his heart was not really in it. 


Treatment in General Practice: The Management of Some Major Medical 
Disorders. 1. Articles Republished from the British Medical Journal. 
Second edition. Cloth. Price, 8s. 6d. Pp. 259, with 6 illustrations. 
London: H. K. Lewis & Co., Ltd., 1938. 

This is a collection of practical brief articles on the manage- 
ment of some of the major medical disorders that were published 
in the British Medical Journal between 1935 and 1936. The 
fact that a second edition is necessary bears testimony to its 
utility. Advantage has been taken of the possibility of revision 
to bring the new edition down to date and most especially to 
introduce in the proper sections the use of sulfanilamide. The 
book deals with diseases of the nervous system, the blood and 
blood forming organs, rheumatic diseases, diseases of the metabo- 
lism and of the kidney, and it may be recommended as a sum- 
mary of the practice of eminent British physicians. 


The Happy Family. By John Levy, M.D., C.M., and Ruth Munroe, 
Ph.D. Cloth. Price, $2.75. Pp. 319. New York: Alfred A. Knopf, 1938. 
The thesis of this book is that a happy home reauires home 
makers who are “comfortable in their own skins”; that is to 
say, well adjusted personalities. The bickerings, the jealousies, 
the misunderstandings, the divorces, the infidelities which break 
up homes are, in the opinion of these authors, but the symptoms 
of deeper underlying failures to make a satisfactory adjustment 
to life’s problems. The chronic divorcée, flitting from mate to 
mate, indicates this fundamental unfitness. Immediate circum- 
stances which may seem to determine conduct of this type are 
in reality but the superficial occasions thereof. The book con- 
tains some sensible points of view, which are nevertheless some- 
what startling. Settling down to marriage and disillusionment 
in marriage are sensibly described not as necessary evils but as 
consummations devoutly to be desired, on the theory that it is 
impossible to maintain forever an artificially high emotional level 
and that disillusionment, realistically accepted, means getting 
rid of illusions and facing realities. The failures come to those 
who cannot achieve these adjustments. The theme is pursued 
through eight chapters, dealing in turn with how families begin, 
settling down to marriage, the other woman, sexual satisfaction, 
living together, work and money, children, and the difficulties 
encountered by all children. The book, though published as a 
collaboration, is written in the first person with a delightfully 
human, in places whimsical, touch perhaps well characterized 
by the author’s remark “At this point I would like to light my 
pipe and take a few pages off to chat. .’ The whole 
treatment of the subject gives this impression, making it an 
intimate and readable as well as informative piece of work. 
Some of the views, the authors admit, are rather advanced, as 


BUREAU OF LEGAL MEDICINE AND LEGISLATION 


469 


for example the belief that, while monogamy is to be preferred, 
a sensible wife who enjoys her husband’s love and understand- 
ing may even condone infidelity and the marriage be none the 
worse for it, provided the underlying cause can be found and 
remedied, this cause being not necessarily sexual. For men 
and women whose home life is unsatisfactory this book may 
well be recommendéd by the physician as an accessory to what- 
ever medical or psychotherapeutic treatment may be indicated. 
Dr. Levy, who died in 1938, was a psychiatrist. His wife and 
co-author is a psychologist. The book is a happy blending of 
their related and coordinated scientific views. 


Bureau of Legal Medicine 
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MEDICOLEGAL ABSTRACTS 


Workmen’s Compensation Acts: Physicians Presumed 
to Know Limits of Liability Imposed on Employer by 
Compensation Act.—A physician, said the Supreme Court of 
Tennessee, who treats an injured workman and who is informed 
by the employer’s insurer that the case is a compensation case 
and is to be governed by the medical provisions of the work- 
men’s compensation act cannot thereafter recover from the 
employer a sum in excess of the limit specified in that act. In 
this case the medical provisions of the workmen's compensation 
act of Tennessee provided that the total liability of the cmployer 
on account of medical services rendered to an injured employee 
shall not exceed $100, with an additional $100 for hospital 
expenses. The physician attempted to collect from the employer 
an amount in excess of the $100 but the Supreme Court limited 
the physician’s recovery to the statutory amount. The physician, 
in the opinion of the court, was presumed to know the law.— 
Brandon v. Kentucky-Tennessee Light & Power Co. (Tenn.), 
116 S. W. (2d) 1029. 


Dental Practice Acts: Statutory Restrictions on 
Advertising Valid.—The plaintiffs, licensed dentists, sued to 
restrain the state board of dental examiners from enforcing 
certain provisions of the dental practice act relating to adver- 
tising. From a judgment denying the injunction, the plain- 
tiffs appealed to the court of civil appeals, Texas, San Antonio. 

The act, among other things, defines as unprofessional con- 
duct advertising by a dentist by means of a large display sign 
or glaring light sign, either electrical or neon, or by signs 
containing as a part thereof the representation of a tooth, 
teeth, bridgework, plates of teeth or any portion of the human 
head, or using specimens of such in display, directing the 
attention of the public to any person or persons engaged in 
the practice of dentistry. This prohibition, the plaintiffs con- 
tended, was unconstitutional. But, said the court, the power 
of the state, through its legislature, to regulate and circum- 
scribe the character of advertising by dentists of their pro- 
fessional services, equipment and facilities is now generally 
recognized and upheld. The power includes the authority to 
prohibit the character of advertising condemned by the dental 
practice act of Texas. This power, the court observed, does 
not rest necessarily on the theory that such advertising must 
be false or within itself harmful in every case. The true 
theory is, primarily, at least, that such methods of inducing 
business are contrary to the well established and universally 
recognized and respected standard of ethics of an honored and 
useful profession, the maintenance of which will tend to insure 
competence in individual practitioners and minimize the influ- 
ence of the charlatan and quack, who, unable to establish or 
maintain himself on his own merits and virtues, must and 
does resort to the tricks and devices denounced by the act. 

It may be, the court continued, that purely ethical or esthetic 
considerations will not of themselves warrant legislative inter- 
ference in setting up and enforcing standards of professional 
conduct, although the tendency among the decisions is to hold 
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these considerations to be sufficient. Such considerations, how- 
ever, are proper elements of public policy behind valid legislative 
acts of control and regulation; they spring from a presumed 
opinion and demand on the part of the general public that such 
methods as those condemned by the act here in question are 
unseemly and demoralizing and actually in derogation of the 
general welfare, and should be prohibited. Such acts are upheld 
on the further ground that they are necessary to protect the 
weak and gullible from their own incapacity, when suffering 
from real or imaginary ills, to resist alluring promises of cures, 
guaranteed or not, and painless or not, at cheaper prices, with 
better facilities, more skilled treatment, and the like. 

There was no merit, the court said, in the plaintiffs’ con- 
tention that the dental practice act offends against the consti- 
tutional guaranty of freedom of speech and of the press. The 
question of freedom of the press was not involved, except as 
a remote incident of the purpose and effect of the act. The 
act does not purport to affect the right of the press to publish 
whatever it sees fit to print, in whatever form or language it 
chooses. It has been repeatedly and uniformly held that such 
legislation is not in contravention of the constitutional guar- 
anty of freedom of speech. 

The judgment of the trial court, refusing to enjoin the state 
board of examiners from enforcing the provisions of the act, 
was therefore affirmed.— Sherman et al. v. State Board of 
Dental Examiners (Texas), 116 S. W. (2d) 843. 


Evidence: Admissibility of Results of Pathometer 
Tests of Defendant.— The defendant was accused of the 
crime of robbery. At the trial before the Queens County 
court, New York, he proffered a witness in his behalf who 
had subjected him to interrogation under a machine described 
as a pathometer or psychogalvanometer. The prosecution 
objected to the testimony of this witness on the ground that 
the scientific principle involved in the use of the pathometer 
had not gone beyond the experimental to the demonstrable 
stage and that it had not received general scientific acceptance. 

Evidence was presented to show that the apparatus used 
was designed for the accurate recording of human emotional 
reactions. The claim for its accuracy and reliability was 
based on a study which covered more than 6,000 individual 
tests. The apparatus, according to the evidence, works on 
the electrical phenomena developed at the surface of the body 
during emotional changes. According to the testimony of the 
witness who applied the test to the defendant there are three 
of these electrical phenomena, two of which are constant and 
the third a variable. The variable is eliminated entirely during 
the examination, and one of the two constant phenomena is 
selected by means of appropriate contact electrodes, By reason 
of the human emotional reactions which result on the asking 
of each question, the witness claimed to be able to separate 
and detect both the true and the false answers made by the 
subject. He testified that in actual examinations of persons 
involved in the forty-nine criminal cases, and in many cases 
of noncriminal and private nature, the results have indicated 
100 per cent accuracy. 

Objection to the use of scientific proof, the court said, is 
not at all novel. At one time or another in their development 
testimony as to fingerprints, as to x-rays, as to handwriting, 
as to bullet markings and as to psychiatric examinations were 
all refused admission into evidence. Their gradual admission 
into evidence came only after many rebuffs and rejections at 
the hands of various courts. Today their right to admission 
in evidence is firmly entrenched in law. Yet the deductions 
of handwriting experts and of psychiatrists are not at all uni- 
form, and frequently experts testifying in courts draw con- 
flicting inferences from their examinations. Despite the fact 
that such experts frequently differ in their conclusions, their 
testimony is received in evidence and it is left to a jury to 
determine which, if either, expert to believe. In the present 
case, the court pointed out, there was testimony that the 
deductions and the accuracy of the conclusions to be drawn 
from the examination were undebatable. Both on legal prin- 
ciple and on sound reasoning, courts that accept. and receive 
handwriting testimony, psychiatric testimony and other such 
expert opinion should also admit in evidence, the court thought, 
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testimony of the pathometer test and the results disclosed 
thereby when a proper foundation has been laid therefor. 

The objection of the prosecution to the admission of the 
testimony was therefore overruled and the testimony was 
ordered to be received and the jury permitted to evaluate it. 
—People v. Kenny (N. Y.), 3 N. Y. S. (2d) 348. 


Hospitals: Sanatorium Not Exempt from Taxation.— 
The plaintiff sanatorium sued the defendant town to recover 
taxes paid under protest. The trial court gave judgment for 
the plaintiff, and the defendant appealed to the Supreme Court 
of Wisconsin, 

A Wisconsin statute exempts from taxation property owned 
by any educational institution having a regular curriculum 
and offering courses for at least six months in the year, or 
by any scientific, literary or benevolent association, with 
certain limitations not here pertinent. The educational insti- 
tutions covered by the statute, the court pointed out, are those 
having a regular curriculum and offering courses for six 
months of each year. The plaintiff had no such curriculum 
and offered no such courses. Obviously it could not claim 
exemption as an educational institution. Neither was it a 
literary institution. The suggestion that the sanatorium was 
a scientific association was based on the fact that its physi- 
cians were engaged in the treatment and study of persons 
afflicted with mental and nervous diseases, that the knowledge 
thus acquired was promulgated to the medical profession and 
that the plaintiff was thus engaged in furthering the science 
of the care and treatment of mental and nervous diseases. 
Plainly, the court pointed out, the sanatorium was no more 
a scientific institution than any hospital or clinic whose physi- 
cians disclose their medical discoveries and practices to the 
profession generally, as physicians as a class take pride in 
doing. 

It was claimed that the sanatorium was a benevolent insti- 
tution, based on the fact that no person made any profit out 
of its operation and that a large part of its inmates received 
treatment and hospitalization at less than cost. Its articles 
of incorporation, too, declared that the “purpose” of the organ- 
ization of the corporation was “exclusively for benevolent, 
charitable and educational purposes.” But, the court said, the 
sanatorium must be judged by what it actually does rather 
than by its declared purposes, and the record showed that it 
receives no patients as charity patients; every patient is 
expected to pay for the service rendered him. No physician 
or nurse attending the patients and no person administering 
in any way to them donates his services. The fact that the 
hospital and its equipment were donated to the corporation 
did not make it a benevolent institution. The gift was a 
benevolence but that benevolence cannot be construed as mak- 
ing the hospital a benevolent institution within the meaning 
of the statute. If so, the court pointed out, a gift to a physi- 
cian to enable him to build and equip a hospital would make 
the hospital a benevolent institution; the gift might be con- 
sidered a benevolence and the giver a benevolent person, but 
the hospital would not qualify as a benevolent institution. 

The judgment of the trial court, therefore, was reversed, 
and the case remanded with directions to dismiss the com- 
plaint.— Rogers Memorial Sanitarium v. Town of Summit 
(Wis.), 279 N. W. 623. 
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American J. Digestive Diseases, Huntington, Ind. 
657-720 (Dec.) 1938 


Gastric Absorption of Phenol Red in Humans. 
and M. Saltzman, New York.—p. 657. 

Modification of the Anson and Mirsky Hemoglobin Method for the 
Determination of Pepsin in Gastric Drainage. J. M. Beazell, C. R. 

A. C. Ivy, Chicago, and J. F. Monoghan, Philadelphia.— 


A. Penner, F. Hollander 


pibges Mellitus and Peptic Ulcer: Clinical Study of Nine Cases. 
R. E. Rothenberg and I. Teicher, Brooklyn.—p. 663. 

End Results After Gallbladder Operations, with an Analysis of the 
Causes of Residual Symptoms. S. G. Meyers, D. J. Sandweiss and 
H. C. Saltzstein, Detroit.—p. 667. 

Mycotic Infections of the Stomach. C. Bearse, Boston.—-p. 674. 

Studies in Calcium -Metabolism: II. Further Contributions to Com- 
parative Studies of Physicochemical Properties of Gluconate and 
Cevitamate of Calcium and of Vitamin C. S. L. Ruskin, New York, 

and R. Jonnard, Paris, France.—p. 676. 
"Untoward Effects Resulting from the Use of oeas Doses of Vitamin 
L. Steinberg, Rochester, N. Y.—p. 

*Melanoeis Proctocoli: Preliminary Report of coe Cases. H. E. 
Bacon, Philadelphia, and W. A. H. Scheffler, Camden, N. J.—p. 681. 

Carcinoma of Head of Pancreas Without Jaundice. C. Haines, New 
York.—p. 683. 

*Calcium Gluconate and Kaolin in Treatment of Bacillary Dysentery. 

L. Greene, Elgin, Ill., and L. H. Block, Chicago.—p. 684. 

Human Autonomic Pharmacology : XVII. Effect of Acety! Beta Methyl. 
choline Chloride on the Gallbladder. P. G. Schube, A. Myerson and 
Ruth Lambert, Boston. —?. 687. 

a ne Absorption in a Man with Three Feet of Small Intestine. 

" Vest, J. R. Montague and F. R. Judy, Portland, Ore.—p. 690. 

Melanoais Coli in a Boy Aged Two and One-Half Years. J. H. Willard 
and T. J. Shutt, Philadelphia.—p. 693. 

The Medical Treatment of Cholecystitis. 
D. C.—p. 694. 


Untoward Effects from Vitamin B;:.—During the last two 
years Steinberg has used various preparations of vitamin B 
complex and vitamin B; in the treatment of more than 300 cases 
of chronic arthritis. During this period herpes zoster has 
occurred in three patients after large doses of vitamin B:. The 
author was able to produce herpes on two separate occasions in 
one of these patients. This was not possible in the other two 
as they refused further treatment because of the pain incident 
to herpes. Symptoms suggestive of smooth muscle spasm have 
occurred in other cases. The observations indicate that large 
doses of vitamin B; are capable of irritating the peripheral nerve 
plates. Therefore one should be on guard in the use of this 
substance, and when an individual so treated begins to complain 
of intense burning pain in an unsuspected area the administra- 
tion of this vitamin should be stopped. 

Rectal Melanosis.—Bacon and Scheffler report twelve cases 
of rectal melanosis. While the condition is relatively uncommon, 
it is by no means as infrequent as is usually considered. The 
fact that it can be visualized only by sigmoidoscopy emphasizes 
the importance of a complete examination of the rectum and 
sigmoid in all ‘gases coming under observation. Of the twelve 
patients observed, eight had taken cascara frequently and other 
laxatives; only one.was quite emphatic that none of the group 
had been used. There is little to be said about treatment except 
that the withdrawal of anthracene cathartics and correction of 
the constipation will usually result in a disappearance of the 
pigmentation. It has been estimated that from three to six 
months is required. This is approximately the period observed 
in the authors’ cases. 

Calcium Gluconate and Kaolin in Dysentery.—Greene 
and Bleck used the intravenous or intramuscular injection of 
10 cc. of a 20 per cent solution of calcium gluconogalacto- 
gluconate twice daily, complemented by 8 Gm. each of kaolin 
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and calcium gluconate with or without an equal amount of a 
calcium malt preparation every two hours orally in the treat- 
ment of sixty patients with bacillary dysentery. An analysis 
of the cases revealed a great disparity in the mortality of this 
and a cortrol group of seventy-five patients. The control group 
showed a mortality of 24 per cent as compared with 7 per cent 
in the group treated with calcium. The period of hospitalization 
was slightly reduced. While the detailed action of the calcium 
and kaolin treatment used cannot be wholly explained, it seems 
entirely logical that the beneficial effects obtained are due to 
a combination of several well known properties of the two sub- 
stances. The method is not offered as a specific but as a 
valuable adjunct to other proved medical measures. 


American Journal of Medical Jurisprudence, Boston 
1: 217-280 (Dec.) 1938 


S. Glueck, Boston.—p. 217. 


Crime and Justice. 
S. W. Donaldson, Ann Arbor, 


Roentgenograms as Evidence. 
p. 228. 

Injury and Disease: Their Relation in Personal Injury Damage Cases. 
J. V. Reed, Indianapolis.—p. 234. 

The Institute of Forensic Medic’ne, University of Lund, Sweden.  E. 
Sjovall, Lund, Sweden.—p. 237. 

National Menace. 
p. 242. 

Medical ee s Routine and Records. 

—p. 247, 

Summary of the Report of the American Neurological Association Com- 
mittee for the Investigation of Sterilization. A. Myerson, Boston.— 
p. 253. 


Mich.— 


J. E. Hoover, Washington, D. C.— 


E. L. Hunt, Worcester, Mass. 


American Journal of Pathology, Boston 
14: 691-870 (Nov.) 1938 


Clinical and Pathologic Study of Subacute and Chronic Glomerulone- 
phritis, Including Lipoid Nephrosis. E. T. Bell, Minneapolis.—p. 691. 

Acute Hematogenous Interstitial Nephritis. P. Kimmelstiel, Richmond, 
Va.—p. 

The Pharyngeal Pituitary Gland. R. H. Melchionna and R. 
New York.—p. 763. 

Differences Between Castration Cells and Thyroidectomy Cells of the 
Pituitary of the Rat in Response to the Administration of Estrone and 
Thyroid Extract. Isolde T. Zeckwer, Philadelphia.—p. 773. 

Histologic Variations in Autonomic Ganglions and Ganglion es Asso- 
ciated with Age and Disease. A. Kuntz, St. Louis.—p. 783. 

Multiple Tumors of Sympathetic Nervous System: Report of Case 
Showing a Distinct Ganglioneuroma, a Neuroblastoma and a Cystic 
Calcifying Gangiioneuroblastoma. H. Wahl and P. E. Craig, 
Kansas City, Kan.—p. 797. 

The Amount of Splenic Lymphatic Tissue at Different Ages. J. M. S. 
Hwang, S. W. Lippincott and B. Krumbhaar, Philadelphia.— 


Moore, 


p. 809. 
*Multiple Necroses of the Spleen (Fleckmilz). H. C. Schmeisser and 


L. C. Harris Jr.. Memphis, Tenn.—p. 821. 

*Giant Interstitial Cells and Extraparenchymal Interstitial Cells of the 

Human Testis. A. A. Nelson, Minneapolis.—p. 831. 

Effect of Ascorbic Acid Deficiency on Enamel Formation in the Teeth 

of Guinea Pigs. P. E. Boyle, Boston.—p. 843. 

Multiple Necroses of the Spleen.—Schmeisser and Harris 
divide multiple necroses of the spleen into five groups (arterio- 
sclerotic toxic-thrombotic, angiospastic toxic-thrombotic, purely 
toxic, arteritic and infectious toxic-thrombotic), review the 
twenty-seven cases reported in the literature and cite two further 
cases. The origin of the necrosis itself may be explained by 
closure of the vessel to a designated region of tissue, relative 
vascular insufficiency with superimposed tissue injury, or pure 
tissue injury which by accident was situated in the region 
supplied by the individual vessel. Nineteen of the twenty-nine 
cases are observed to be similar to those originally described by 
Feitis and are associated with renal insufficiency. He ascribed 
the necrosis to arterial damage superimposed on an arterio- 
sclerosis. The lesions affected primarily the smaller middle size 
arteries and consisted of hyaline and fatty degeneration with 
intimal proliferation and often subsequent thrombosis. Lubarsch 
directed attention to the additional factor of the toxin liberated 
in uremia and renal insufficiency with which these cases were 
associated. Geipel and Matthais studied spleens in which there 
was considerable arterial and venous thrombosis but in which 
the walls of the vessel were normal. The organs were from 
patients who died from eclampsia. They agreed with Beneke’s 
idea of the origin of organic injuries through angiospasm caused 
by the hypothetic eclampsia toxin and followed by secondary 
thrombosis. These (two) are classed as the angiospastic toxic- 
thrombotic group. Enzer, Lubarsch and Magnus examined 
spleens from individuals who suffered from profound anemia but 
no changes were observed in the walls of the blood vessel, either 
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thrombosis or degeneration. These (three) are probably due to 
pure tissue injuries which were by chance located in areas 
supplied by individual arteries, and the etiologic factor is purely 
toxic. There is one case due to a widespread acute necrotizing 
arteritis resembling somewhat periarteritis nodosa but in which 
there was an absence of periarteritic leukocytic infiltration and 
aneurysm formation. The necrosis was manifest in the spleen, 
pancreas, kidneys and alimentary tract. This is grouped as 
arteritic in nature. Four cases are classed as due to infection 
with the possibility of the toxins liberated coming into play. 

Giant Interstitial Cells of Human Testis.—In a study 
of the microscopic sections of 721 testes from a series of 470 
necropsies on males 18 years of age or over Nelson found in 
eighty-five testes giant interstitial (Leydig) cells having from 
four to thirty (usually from eight to ten) nuclei. They were 
found at all ages and in all sorts of general disease conditions. 
They do not appear to have been previously described, although 
their existence has been hinted at. The observations of Berger 
and others on the “sympathicotropic” or “hilus” cells have been 
confirmed and extended. It is generally agreed that these cells 
in the testis are identical with the ordinary interstitial or Leydig 
cells. The author proposes the name “extraparenchymal inter- 
stitial cells” or “extraparenchymal Leydig cells” as best describ- 
ing them. 


American Review of Tuberculosis, New York 
38: 651-804 (Dec.) 1938 
Chronic Nontuberculous Infections of the Lung: 
R. G. Bloch and B. F. Francis, Chicago.——-p. 651. 
Pathology of > ee Inflammations of the Lung. B. S. 
Kline, Cleveland.—p. 663. 


Clinical Discussion. 


Roentgenologic aaaiaee of Nontuberculous Pulmonary Disease. J. J. 
Singer, Los Angeles.—p. 680. 
Bronchoscopy in Chronic Nontuberculous Infections of the Lung. P. C. 


Samson, Oakland, Calif.—p. 688. 

Surgical Treatment of Nontuberculous Pulmonary Suppurations. H. 
Brunn and A. Goldman, San Francisco.—p. 703. 

*Primary Coccidioidomycosis : The Initial Acute Infection Which Results 
in Coccidioidal Granuloma. E. C. Dickson, San Francisco.—-p. 722. 

Pneumonitis. M. Pinner, New York.—p. 730. 

Thoracoplasty in Treatment of Pulmonary Tuberculosis: Experience of 
French Clinics. A. Maurer and E. de Savitsch, Paris, France.— 


Study of 107 Patients Following Removal of 
H. M. Pollard and A. B. Combs, Ann Arbor, 


Tuberculosis of Tonsils: 
Tuberculous Tonsils. 
Mich.—p. 746. 

Treatment of Tuberculous Tracheobronchitis. 
Davison, Allenwood, Pa.—p. 758. 

*Myocardial Tuberculosis: age of Congestive Heart Failure. 
Wilbur, Durham, N. 

Spontaneous Lysis of Suiete. Bac on Artificial Culture Mediums II. 
W. Steenken Jr., Trudeau, N. Y.—p. 777. 

Primary main endemic focus 
of coccidioidomycosis in North America is the San Joaquin 
Valley in California. Dickson states that it is definitely estab- 
lished that infection with coccidioides fungus is caused by the 
chlamydospores of the vegetative phase of the fungus which in 
some way gain access to the tissues. There seems to be no 
doubt that the chlamydospores are carried through the air, pre- 
sumably associated with dust. When primary cutaneous lesions 
follow trauma of the skin, as by the prick or abrasion of the 
skin, undoubtedly the chlamydospores are associated with the 
dust on the objects causing the primary cutaneous lesions. In 
general, however, primary coccidioides infection seems to be 
acquired by inhalation of the chlamydospores, and the develop- 
ment of the primary lesions is in the lungs or regional lymph 
nodes. The development of the later coccidioidal granuloma is 
undoubtedly secondary and is caused by migration of the virus 
to different parts of the body from the primary foci in the lungs 
or peribronchial lymph nodes, presumably by the blood stream. 
Infection with coccidioides fungus may be manifested by a pri- 
mary acute respiratory infection, often accompanied by erythema 
nodosum from which the majority of patients recover without 
complication, and a later more or less chronic granulomatous 
disease, known as coccidioidal granuloma, which may be dis- 
abling and has a mortality rate of approximately 50 per cent. 
It therefore becomes necessary to have a name for coccidioides 
infection to include both types of illness, and the term cocci- 
diocidomycosis has been suggested. 

Myocardial Tuberculosis.—Wilbur encountered a case of 
congestive cardiac failure in which there was no valvular lesion, 
hypertension or renal disease. At necropsy there was sufficient 
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myocardial involvement by tuberculosis to explain the clinical 
observations in the patient. This and the three other cases are 
presented to draw attention to tuberculous myocarditis as a 
primary cause of congestive cardiac failure and to the frequency 
of tuberculosis involving the cardiac muscle. 


Annals of Medical History, New York 
10: 463-570 (Nov.) 1938 


Karl Vierordt. R. H. Major, Kansas City, Kan.—p. 463. 

Samuel Powel Griffitts. W. S. Middleton, Madison, Wis.—p. 474. 

Niels Stensen: His Tercentenary. Anne Tjomsland, New York.—p. 491. 

The American Medicine Man and the Asiatic Shaman: Comparison. C. 
Quinan, Nevada City, Calif—p. 508. 

Aboriginal American Medicine, North of Mexico. 
Orleans.—p. 534. 

Dr. Theodore Turquet de Mayerne’s Account of the Illness, Death and 
Postmortem Examination of the Body of His Royal Highness Prince 
Henry of Wales; Translated from the French Version in Browne’s 
“Opera Medica.”” T. Gibson, Kingston, Ont.—p. 550. 
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Archives of Neurology and Psychiatry, Chicago 
40: 1067-1330 (Dec.) 1938 
Perineurial Cysts of the Spinal Nerve Roots. I. M. Tarlov, New York. 
1067 


Histologic Changes in Senile Dementia and Related Conditions: Studied 
by Silver Impregnation and Micro-Incineration. L. Alexander and 
J. M. Looney, Worcester, Mass.—p. 1075. 

Disseminated Encephalomyelitis (Meningo-E hal loradiculitis) 
versus Multiple Sclerosis. G. B. Hassin, ‘Chicago. —p. 1111. 

Physiopathologic and Patho-Anatomic Aspects of Major Trigeminal 
Neuralgia. F. H. Lewy and F. C. Grant, Philadelphia.—p. 1126. 

Studies in Diseases of Muscle: VII. Effect of Ketosis and of the 
Ingestion of Creatine in ee Congenita. A. T. Milhorat and 
H. G. Wolff, New York.—p. 

*Evaluation of Artificial Fever sauces for Neuropsychiatric Disorders. 

E. Bennett, Omaha.—p. 1141. 

*Anticonvulsive Action of Vital Dyes. S. Cobb and M. E. Cohen, Boston, 
and J. Ney, New Haven, Conn.—p. 1156. 

*Brilliant Vital Red as an Anticonvulsant in Treatment of Epilepsy: 
Study of Thirteen Cases. R. Osgood and L. J. Robinson, Palmer, 
Mass.—p. 1178. 

Oxycephaly: New Operation and Its Results (Preliminary Report). 

J. King, New York.—p. 1205. 

Cerebral Angioma Arteriale: Case in Which Migrainous Headache Was 
the Earliest Manifestation. H. Hyland and R. P. Douglas, 
Toronto.—p. 1220. 

Experimental Anoxemia. 
Mass.—p. 1233. 

Small Aneurysm Completely Obstructing Lower End of Aqueduct of 
Sylvius. G. F. Rowbotham, Manchester, England.—p. 1241. 

Absence of the Septum Pellucidum as the Only Anomaly in the Brain: 
Report of Case. Vera B. Dolgopol, New York.—p. 1244. 


— 


J. W. Thompson and W. Corwin, Waltham, 


Fever Therapy for Neuropsychiatric Disorders.—Dur- 
ing a period of three years Bennett has given 3,539 artificial 
fever treatments to 766 patients, 244 of whom were suffering 
from neuropsychiatric disorders. The results on these last 
patients indicate that fever in itself is the beneficial agent. 
Future investigations will finally determine whether the method 
of choice for the induction of fever is biologic, infectious or 
physical. Combined artificial fever and chemotherapy appears 
to have certain advantages over malarial therapy for resistant 
asymptomatic and severe clinical grades of neurosyphilis. Fever 
therapy is of doubtful value for multiple sclerosis. In obtaining 
relief from pain in severe neuritic disturbances, artificial fever 
seems a promising aid. For chronic meningococcic infections, 
fever therapy may be curative. Artificial fever appears to be 
the best treatment now available for shortening the course of 
infectious chorea and other manifestations of the rheumatic state. 
Experiments in treating toxico-infectious psychotic states indi- 
cate that fever therapy may shorten convalescence. For such 
disorders as cerebral arteriosclerosis, functional psychoses and 
chronic encephalitic states, fever therapy is of no value. 


Anticonvulsive Action of Vital Dyes.—Cobb and his 
associates gave intravenous injections of brilliant vital red to 
ten children with various types of epilepsy. The total amount 
of dye (1 per cent) injected varied from 115 to 1,396 cc. Seven 
of the ten patients showed temporarily some diminution in the 
number of convulsions coincidental with the administration of 
brilliant vital red. Six patients showed sustained improvement, 
but in the treatment of three of these phenobarbital also was 
used. However, the drug alone had been used before without 
success. One patient had complete remission of convulsions. 
Transient albuminuria occurred in four cases. Up to now harm- 
ful complications have not been observed. Two patients treated 
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with neoprontosil have shown marked diminution in the number 
and severity of convulsions, with no harmful complications. 
Despite the obvious shortcomings of the study, the authors 
believe that since in addition to the children four species of 
animals showed fewer convulsions after the administration of 
dye it is important to carry on a study of this problem. The 
results in the ten cases seem to make its trial justifiable, at 
least in cases of intractable epilepsy. 


Brilliant Vital Red in Epilepsy.—Osgood and Robinson 
obtained the following results in thirteen institutionalized epi- 
leptic boys who received brilliant vital red: 1. Both petit and 
grand mal seizures were significantly reduced in number in three 
cases. 2. The number of petit mal seizures only was markedly 
reduced in three cases, while that of the grand mal seizures 
remained about the same. 3. The number of grand mal seizures 
was significantly reduced in one case, in which petit mal 
seizures had never been known to occur until brilliant vital red 
was administered. 4. Petit and grand mal seizures were con- 
siderably increased in number in four cases. This the authors 
attribute directly to the dye, since the increased frequency of 
seizures persisted throughout the period of administration of 
dye and for weeks or months thereafter. 5. Petit mal seizures 
were greatly increased, while grand mal seizures remained about 
the same in one case. This they also attribute to the direct 
action of the dye. 6. No significant change occurred in one 
case. From their experience the authors believe that the safest 
and most satisfactory procedure in the administration of brilliant 
vital red is as follows: At the beginning, from 10 to 15 cc. of 
a 1 per cent solution of the dye is given each day for two or 
three days; the dye is omitted for a day after these small initial 
doses; then 30 cc. is given two or three days in succession, 
followed by omission on one day. This procedure has been 
accompanied by the least amount of renal irritation and other 
transitory effects. 


Canadian Medical Association Journal, Montreal 
39: 517-622 (Dec.) 1938 

Mental Cansilestions of Heart Disease. A. H. Gordon and W. Cohen, 
Montreal.—p. 517. 

Head Injuries: Treatise on the Pathology, Sequelae and Medicolegal 
Aspects. . O. Stevenson, Hamilton, Ont.—p. 522. 

Indications for Cesarean Section. R. —— Winnipeg, Man.—p. 527. 

Tick Paralysis in British Columbia. G. A. Mail and J. D. Gregson, 
Kamloops, B. C.—p. 532. 

Anesthetic Complications from Reflexes Excited During Abdominal Sur- 
gery. E. A. Rovenstine and B. B. Hershenson, New York.—p. 538. 
Renal Sympathectomy. A. C. Abbott and E. Stephenson, Winnipeg, Man. 
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for (Presentation of Two Cases). 
D. Ross, Montreal.—p. 5 49. 
Cerebral Pneumography in Childhood. A. E. Childe, Montreal.—p, 552. 
*Some Observations on Disappearance of Bromsulphalein Dye from the 
Blood: Its Relation to Liver Function (Preliminary Report). D. 
Macdonald, St. Catharines, Ont.—p. 556. 
Squint. J. P. Boley, Windsor, Ont.—p. 560. 
*Etiology of Chorea: Its Relation to Rheumatic Fever vagy? ei Disease 
(Analysis of 105 Cases). S. J. Usher, Montreal.—p. 5 
Bromsulphalein Test in Liver Function.—Of e the tests 
yet devised for hepatic function, it is generally agreed that the 
bromsulphalein dye retention test is as good as any and better 
than the majority. Because this dye is completely taken out 
of the blood at the end of thirty minutes in apparently normal 
persons it is at present considered that any person who at the 
end of this half hour has no dye has a normal functioning liver. 
It is with this that Macdonald disagrees, because if this is true 
it must be admitted that any two livers which have no dye in 
the blood at the end of thirty minutes are functionally the same 
and have the same reserve. But this is not reasonable nor is it 
true. An abnormal liver with its tremendous reserve power 
can do, if given time, the same work that a normal liver can do. 
The defect of the test as used at present is this: A normal 
result does not indicate an absence of hepatic damage because of 
this great reserve although an abnormal retention means almost 
definitely a diseased liver. In other words, disease must have 
advanced to some degree before the test is abnormal, i. e. before 
it gives a retention at the thirty minute mark, so that early or 
small amounts or potential disease is passed over and the patho- 
logic liver is considered normal. This is worse than no test 
at all. If the rate at which the liver takes dye out of the blood 
can be determined and a graph plotted, it should be possible to 
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produce a curve that would always be relatively the same for 
a normal organ (with variations, of course within normal limits). 
This the author has done by estimating the remaining dye in 
the blood at intervals of two minutes, by means of a simple three- 
way valve on a needle remaining in the vein, so that only one 
puncture is necessary. The curve is plotted with the percentage 
retention of dye as vertical ordinates and the two minute inter- 
vals as horizontal ordinates. The technic of the procedure is 
as follows: An intravenous needle of short bevel and 18 or 
20 gage is introduced into a suitable vein, as for a Wassermann 
test, the syringe is withdrawn and a three-way Luer valve is 
attached to the needle in the vein. To this valve is connected 
a tube leading from a flask of saline or citrate solution which 
can, by the valve, be directed into the vein or out through the 
opening which holds the syringe. The handle in the third posi- 
tion allows direct suction through the needle and valve to the 
syringe into which the blood is sucked, the syringe is detached 
and the fluid is first directed through the open end, which will 
prevent clotting in this portion, and then continued into the 
vein for the two minute period. This prevents clotting in the 
needle. When it is determined that the fluid is dripping at 
the proper rate in the vacuum tube and the valve is working 
properly, 2 mg. of bromsulphalein per kilogram of body weight 
is injected slowly (one minute) into another vein and the first 
specimen of blood is drawn off in exactly two minutes. This is 
deposited in a clean dry test tube, allowed to clot and, with the 
other specimens, centrifugated, and the clear straw-colored 
serum is examined to determine the percentage retention of dye 
in that particular specimen. The estimations should not be in 
numerical order, as this unconsciously tends to determine the 
next value. The values are then plotted on the graph and 
joined, to produce the curve. 


Relation of Chorea to Rheumatic Fever and Heart 
Disease.—Usher determined the incidence of heart disease in 
fifty-six children presenting a history of one or more attacks 
of chorea uncomplicated by any other rheumatic manifestations 
(pure chorea) and compared it with the incidence of heart dis- 
ease in forty-nine children presenting histories of chorea plus 
other manifestations of rheumatism (mixed chorea). Definite 
cardiac involvement was present on admission in 27 per cent of 
the children with pure choreas, and, if the children with infected 
tonsils and repeated infections of the upper part of the respira- 
tory tract are omitted, only 14 per cent were associated with 
endocarditis. In the group of mixed choreas 65 per cent of the 
children showed heart disease, of which-22 per cent showed a 
considerable degree of involvement. Valvular heart disease in 
cases of chorea is due not to the chorea itself but to intercurrent 
attacks of polyarthritis or severe infections of the upper part 
of the respiratory tract associated with infected tonsils. It is 
important as regards treatment and prevention of recurrences 
to lay more stress on the psychic element in chorea. Removal 
of foci of infection does not always cure chorea. In the treat- 
ment and follow-up there has been a tendency to neglect the 
basic nervous constitution of the child and its susceptibility to 
psychic trauma. 


Florida Medical Association Journal, Jacksonville 
25: 265-316 (Dec.) 1938 

The Management of Sinusitis, O. N. Nelson, Bay Pines.—p. 275. 

Relationship of Intrinsic Carcinoma of the Larynx to Precancerous 
Lesions. R. E, Repass and C. S. McLemore, Miami Beach.—p. 280. 

Congenital Malformations of the Intestinal Tract. T. C. Maguire, Plant 
City.—p. 283 

Known and Unknown Factors in Tuberculosis. 
Petersburg.—p. 287. 

Review of the Literature on Sulfanilamide with Some Personal Observa- 
tions. F. T. Holland, Tallahassee.—p. 291. 
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Johns Hopkins Hospital Bulletin, Baltimore 
63: 349-430 (Dec.) 1938 

The Use of Gonadotropic Hormones in the Adult Rhesus Monkey. C. G. 
Hartman, Baltimore.—p. 351. 

Researches on Tetanus: IX. Further Evidence to Show That Tetanus 
Toxin Is Not Carried to Central Neurons by Way of the Axis 
Cylinders of Motor Nerves. J. J. Abel, W. M. Firor and W. Chalian, 
Baltimore.—p. 373. 

Congenital “Aneurysmal” Dilatation of the Left Auricle. J. H. Semans 
and Helen B. Taussig, Baltimore.—p. 404. 

Tuberculous Endocarditis of the Pulmonary Valve: 
Mark, Baltimore.—p. 415. 
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Journal of Investigative Dermatology, Baltimore 
1: 399-494 (Dec.) 1938 

Excretion of Bromide Through the Skin. T. Cornbleet, Chicago.—p. 399. 

Effect of Temperature on the Skin: Review. H. C. Bazett, Philadelphia. 
—p. 413. 

*Value of Administration of Liver in Patients Intolerant to Arsenicals. 
G. D. Astrachan, New York; in collaboration with E. A. Sharp, 
Detroit.—p. 427. 

Experimental Studies with the Dermatophytes: I. Primary Disease in 
Laboratory Animals. E. D, DeLamater and Rhoda W. Benham, New 
York.—p. 451. 

Id.: II. Immunity and Hypersensitivity Produced in Laboratory Ani- 
mals. E. D. DeLamater and Rhoda W. Benham, New York.—p. 469. 


Liver for Patients Intolerant to Arsenicals.—Astrachan 
determined the effect of injections of liver extract (from 1 to 
2 cc. half an hour before the arsenical) in forty-eight cases of 
syphilis in which there was an intolerance to arsenicals. In 
many cases the injections of liver extract were followed by 
definite favorable progressive changes in the blood counts and 
improvement of the patients’ general condition. The results of 
the prophylactic effect in arsenical intolerance seem to indicate 
that injections of the extract may be of some value in preventing 
pruritus and in preventing or ameliorating intestinal disturbances 
and erythema with scaling as well as fixed eruptions but that 
the injections are of no prophylactic value in preventing the 
recurrence of exfoliative dermatitis. In view of the results of 
his investigation the author believes that this problem is worthy 
of further and more extensive study, including for example the 
possible advantage of increasing the dosage of liver. 


Journal of Lab. and Clinical Medicine, St. Louis 
24: 225-336 (Dec.) 1938 

*Indications for Coramin in Cardiovascular Disease. 
City, N. J.—p. 225. 

Determination and Quantitative Estimation of Decomposition of Chloro- 
phyll in the Human Body. J. T. Brugsch and C. Sheard, Rochester, 
Minn.—p. 230. 

Prontosil and Treatment of Spreading Peritonitis in Dogs. J. O. Bower, 
J. C. Burns, Philadelphia, and H. A. Mengle, Franklin, N. C.—p. 240. 

Action of Chemical and Physical Agents on Clostridium Welchii and Its 
Toxin. E. Colien, Omaha.-—p. 245. 

Role of Upper Gastrointestinal Tract in Etiology of Pernicious Anemia: 
Experimental Study in Dogs. W. H. Bachrach and S. J. Fogelson, 
Chicago.—p. 249 

Studies in Convulsant Therapy: 
Newtown, Conn.—p. 256. 

Abnormal Uterine Bleeding as a Symptom in Typhoid Fever. C. P. 
Wofford, Cleveland; D. G. Calder and F. Fetter, Philadelphia.—p. 260. 

Dissecting Aneurysms of Aorta. H. J. Schattenberg and J. Ziskind, 
New Orleans.—p. 264, 

Standardized Procedure for Study of Coagulation Reactions (in Vitro). 
J. H. Ferguson, Ann Arbor, Mich.—p. 273. 

*Multiple Primary Malignant Tumors. J. D. Kirshbaum and F. L. 
Shively Jr., Chicago.—p. 283. 

Quantitative Unreliability of Nitroprusside Test for Sulfhydryl and Disul- 
fide. F. Hammett and S. S. Chapman, North Truro, Mass.—p. 293. 

Reliability of Agglutination Test for Undulant Fever, with Special Ref- 
erence to Brucella Agglutinins in Tuberculous Individuals. H. J. 
Shaughnessy, Chicago, and T. C. Grubb, Baltimore.—p. 298. 

The Iron of Human Blood Serum. B. S. Walker, Boston.—p. 308. 

Modified Apparatus for Obtaining Gastric Contents. J. L. Posner, J. T. 
Myers and A. R. Fodor, New York.—p. 315. 

Determination of Morphine Urine Morphine Addicts. 
Oberst, Lexington, Ky.—p. 


J. H. Cowan, Jersey 


If. Role of Alkalization. S. R. Dean, 


F. W. 


Coramin in lace Disease.—Cowan states that 
out of a group of seventeen patients suffering from the chronic 
coronary artery syndrome, observed clinically over a period of 
several months and treated solely with a 25 per cent solution of 
pyridine betacarbonic acid diethylamine, twelve were considerably 
improved, kept free from symptoms and maintained in rea- 
sonably complete economic restitution; three patients were 
slightly improved and two remained unchanged. As an addition 
to the armamentarium of cardiac therapy, the substance is sug- 
gested in therapeutic doses of from 20 to 30 minims (1.25 to 
2 cc.) twice daily, given orally in fruit juices, in the middle aged 
and younger patient who has shown varying degrees of impaired 
myocardial efficiency explainable on an arteriosclerotic and 
atherosclerotic basis. This type of degenerative myocardial 
disease has been described as (1) the failing heart of middle 
age, (2) chronic coronary artery disease and (3) multiple myo- 
cardial infarction. 

Multiple Primary Malignant Tumors.—In a study of 
10,870 consecutive necropsies performed at the Cook County 
Hospital from 1929 to May 1938, Kirshbaum and Shively dis- 
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covered twenty-five cases of malignant neoplasms, an incidence 
of 1.77 per cent among all the malignant growths. There were 
besides these twenty-five cases 1,288 cases of primary car- 
cinomas causing death; 123 carcinomas were an incidental find- 
ing at necropsy. The incidence of sarcomas and malignant 
neurogenic tumors was not determined in these necropsies. The 
colon was the site of one of the multiple tumors in thirteen 
cases, or 52 per cent; the colon and kidney were the most fre- 
quent combination involved. The average age was 63.3 years. 
Seventeen of the patients were men and eight were women. 
Some persons may be endowed with a congenital, or acquired, 
predisposition toward tumor formation. These factors may 
explain the presence of multiple primary malignant tumors in 
the same individual. 


Journal-Lancet, Minneapolis 
58: 505-538 (Dec.) 1938 
Phytobezoar with Gastric Ulcer: Report of Case. N. O. Ramstad, 
Bismarck, N. D.—p. 505. 


—— Carcinoma of the Lung. E. J. Simons, Swanville, Minn.— 


New Phelee of Physiology of the Sinuses. L. J. Alger, Grand Forks, 
511. 


Head Injuries. E. Sachs, St. 
Diagnosis of Acute Abdominal Conditions. 
51 


Louis.—-p. 513. 
R. W. McNealy, Chicago.— 


p. 515. 
Puerperal Sepsis. W. F. Mengert, Iowa City.—p. 517. 


Journal of Neurophysiology, Springfield, Ill. 
1: 477-602 (Nov.) 1938 

Reorganization of Motor Function in the Cerebral Cortex of Monkeys 
Deprived of Motor and Premotor Areas in Infancy. Margaret A. 
Kennard, New Haven, Conn.—p. 4 

Summation of Facilitating and Inhibitory Effects at the Mammalian 
Neuromuscular Junction. T. Boyd, J. J. Brosnan and 
Maaske, Chicago.—p. 497. 

Further Study of the Crossed Phrenic Phenomenon. <A. Rosenblueth, 
C. T. Klopp and F. A. Simeone, Boston.—p. 508. 

A Fourier Transform of the Electro-Encephalogram. A. 
F. A. Gibbs, Boston.—p. 521. 

Influence of Cyanide on Brain Potentials in Man. 
Freeman, Worcester, Mass.-—p. 527. 

Certain Effects of Prolonged Stimulation of Afferent Nerves on the 
Reflexes Evoked. D. M. Rioch, C. Nelson and E. W. Dempsey, 
Boston.-—p. 533. 

Separation in the Brain Stem of the Mechanisms of Heat Loss from 
Those of Heat Production. A. D. Keller, University, Ala.—p. 543. 
Anoxia and Brain Potentials. O. Sugar and R. W. Gerard, Chicago.— 

p. 558. 

Studies on Corticohypothalamic Relations in the Cat and Man. 
Grinker and H. Serota, Chicago.—p. 573. 

Effects on Electro-Encephalogram of Various Agents Used in Treating 
Schizophrenia. F. Lemere, Seattle.—p. 590. 


Journal of Nutrition, Philadelphia 
16: 511-628 (Dec.) 1938 


Effects of Prolonged Use of Extremely Low Fat Diet on an Adult Human 
Subject. W. R. Brown, A. E. Hansen, G. O. Burr and I. McQuarrie, 
Minneapolis.—p. 511. 

Effe t on Hematopoiesis of Variations in the Dietary Levels of Calcium, 
Fhenghires, Iron and Vitamin D. H. G. Day and H. J. Stein, Balti- 
more.—p. 

Cure of Saw Canine Blacktongue with Optimal and Minimal 
Doses of Nicotinic Acid. G. Margolis, L. H. Margolis and Susan 
Gower Smith, Durham, N. C.—p. 541. 

*Theoretical and Actual Caloric Requirements. I. M. 
Montreal.—p. 549. 

Variation of Weight of Dry Feces in Short Period Experiments with a 
Low Residue-Neutral Ash Diet. I. M. Rabinowitch and A. F. Fowler, 
Montreal.—p. 565. 

Destruction of Vitamin A by Rancid Fats. E. J. Lease, Jane G. Lease, 
Janet Weber and H. Steenbock, Madison, Wis.—p. 571 

The Lack of Nerve Degeneration in Uncomplicated Vitamin B, Defi- 
ciency in the Chick and the Rat. R. W. Engel and P. H. Phillips, 
Madison, Wis.—p. 585. 

Relation of Growth and Nutrition to Reticulocyte Level in the Young 
Rat. H,. L. Alt, Chicago.—p. 

Nutritional Effects of Addition of Meat and Green Vegetables to a Wheat 
and Milk Diet: Experiments with Rats. H. L. Campbell and H, C. 
Sherman, New York.—p. 603. 

The Utilization of Calcium. F. F. Tisdall and T. G. H. Drake, Toronto. 

613. 


—p. 


M. Grass and 
M. A. Rubin and H. 


R. R. 


Rabinowitch, 


Caloric Requirements.—In order to estimate the smallest 
amount of food that is compatible with the health and the occu- 
pation of the individual, Rabinowitch studied the effect of 
restricted diets on 500 diabetic subjects, since these persons must 
live on diets considerably below their usual habits. He found 
that bodily equilibrium may be maintained with diets the caloric 
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contents of which are much below the generally accepted stand- 
ards. With these diets the average loss of weight was much 
less than expected theoretically. According to the equation 
which expresses the law of the conservation of energy in man, 
it is shown that the amount of energy available for work in the 
diets of these persons was very small. Since these diets resulted 
in improvement of health it is necessary to assume that the 
human body is efficient or that with a tendency toward under- 
feeding the body has available some unrecognized source of 
energy. Since the average diet contains sufficient energy (about 
2,500 calories) to do about 3,000,000 foot-pounds of work, inde- 
pendent of the basal metabolism requirements the human machine 
appears to be very inefficient under ordinary conditions. The 
alternative therefore appears to be that, with a tendency toward 
underfeeding, the body has available some unrecognized source 
of energy. That the body can at times use energy which is 
ordinarily wasted as heat is suggested from the reduction of the 
specific dynamic action of food during work. 


Journal of Thoracic Surgery, St. Louis 
8: 127-238 (Dec.) 1938 

Esophageal Hiatus Hernia: Etiology, Diagnosis and 
Treatment in 123 Cases. S. W. Harrington, Rochester, Minn.—p. 127. 

*Technic, Indications and PR of Extrapleural Pneumothorax. 
M. O. Monod, Paris, France.—p. 150. 

Examination of Sputum for Malignant Cells and Particles of Malignant 
Growth. . R. Barrett, London, England.—p. 169. 

Action of Sulfanilamide on Growth of Tubercle Bacillus in Vitro. 
Ballon and A. Guernon, Montreal.—p. 184. 

*Effect of Sulfanilamide on the Development of Experimental Tubercu- 
losis in the Guinea Pig. H. C. Ballon and A. Guernon, Montreal.— 
p. 188 

Treatment of Acute Empyema Thoracis by Open Intercostal Drainage: 
Report of Fifty-Three Consecutive Cases with No Mortality. J. Wein- 
berg, Omaha.—-p. 195. 

Experimental Pulmonary Embolism. M. Mendlowitz, Chicago.—p. 204. 

Tuberculosis of Intercostal Lymph Glands: Lymphatic Drainage of 
Pleura. W. Van Hazel, Chicago.—p. 219. 

Method for Preventing and Controlling Subcutaneous Emphysema Follow- 
ing Closed Intrapleural Pneumolysis. A. Goldman, San Francisco.— 


H. C. 


An Unusual Accident Occurring in Closed Intrapleural Pneumolysis. 

H. W. Leetch, Saranac Lake, N. Y.—p. 230. 

Extrapleural Pneumothorax.—Monod believes that arti- 
ficial extrapleural pneumothorax is an operation of choice 
because it is a less traumatizing operation than thoracoplasty, 
it can be done in one stage, it is less painful and more easily 
tolerated and its action approximates mostly that of an artificial 
intrapleural pneumothorax, which is the most physiologic inter- 
vention on the lungs. Artificial extrapleural pneumothorax may 
be used in urgent cases because its action is frequently as rapid 
as that of an artificial intrapleural pneumothorax. In preg- 
nancy, for example, when one must act quickly, the artificial 
extrapleural pneumothorax is indicated. It is essentially a con- 
servative operation as, given similar lesions, it permits a more 
selective collapse than does the most conservative thoracoplasty. 
It is the operation of necessity in advanced cases in which the 
choice of treatment is limited and thoracoplasty cannot be under- 
taken. The fact that extrapleural pneumothorax can be used 
in urgent cases makes it a procedure with immense possibilities 
—unless the results in the future should prove the contrary. 


Sulfanilamide and Experimental Tuberculosis. — The 
experiments on guinea pigs that Ballon and Guernon report 
indicate that under the conditions of their study sulfanilamide 
exerts an inhibitory effect on the development of tuberculosis. 
Their observations confirm those reported by Rich and Follis. 
The authors commenced treatment with sulfanilamide five and 
ten days after infecting the guinea pigs. Repeated relatively 
small doses of the drug were tolerated better than larger doses 
given less frequently. Daily doses of from 340 to 380 mg. of 
sulfanilamide proved adequate yet not too toxic for most guinea 
pigs weighing 350 Gm. An inhibitory effect on the tubercle 
is possible even though treatment is interrupted. The effect is 
shown by the fact that the local lesion in the treated animal is 
less necrotic; similarly the regionary lymph nodes are less 
swollen and less indurated, the spleen is considerably smaller 
and usually free of macroscopic tuberculous lesions. In addition 
there is a relative absence of generalized tuberculosis in the 
treated animal. On the other hand not only does the untreated 
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animal have generalized tuberculosis but, in addition, the local 
lesion is more extensive, more necrotic and the regionary lymph 
node is much larger and more swollen and indurated. The 
spleen of the untreated guinea pig is not only large but also 
exhibits macroscopic tuberculous lesions. The experimental 
results do not permit clinical application. 


Journal of Urology, Baltimore 
40: 737-880 (Dec.) 1938 


Differential Diagnosis of Renal and Suprarenal Tumors, 
S. F. Wilhelm, New York.—p. 737. 

Intussusception of the Ureter Due to a Large Papilloma-like Polypus. 

Hunner, Baltimore.—p. 752. 

The Neuromuscular Physiology of the Detrusor Muscle of the Urinary 
Bladder. I. J. Zimmerman, Manchester, N. H.—p. 766. 

*Treatment of Neurogenic Diseases of the Bladder. W. P. Herbst, Wash- 
ington, D. C.—p. 789. 

Neurogenic Disturbances of the Bladder: Physiology, Pathology, Symp- 
tomatology and Diagnosis, R. D. Gill, Wheeling, W. Va.—p. 797. 
Gonadal Activity in Prostatic Hypertrophy. M. Muschat, M. Labess and 

D. Meranze, Philadelphia.—-p. 805. 

Priapism and Chordee Due to Metastatic Carcinoma of the Penis, the 
Prostate Being the Primary Source. C. N. Peters and R. L. Huntress, 
Portland, Maine.—p. 810. 

— and Epispadias. 

. 814 


A. Hyman and 


V. P. Blair and L. T. Byars, St. Louis.— 


Endothelioma of the Corpora Cavernosa. G. S. Foulds and R. H. Fiett, 


Toronto.—p. 826 

Observations on the Neurophysiology of Sexual Function in the Male 
Cat. J. H. Semans and O. R. Langworthy, Baltimore.—p. 836. 

*Value of Fever Therapy in Sulfanilamide-Resistant Gonorrhea, 
Owens, W. D. Wright and M. D. Lewis, Omaha.—p. 847. 

The Use of Sulfanilamide in Treatment of Gonococcic Infection in the 
Male. J. E. Dees, St. Paul.—p. 854. 

The Use of Anthiomaline in Treatment of Lymphogranuloma Venereum. 
B. Shaffer, G. H. Fonde and L. C. Goldberg, Philadelphia.—p. 863. 
Neurogenic Diseases of the Bladder.—The treatment of 

neurogenic diseases of the bladder is one of the most indefinite 
and, in some instances, most unsatisfactory problems with which 
the urologist has to deal. Herbst states that the investigation 
of patients with dysfunction of the bladder should consist of a 
careful history, thorough physical examination, urinalysis and 
renal function tests, x-ray examination of the kidneys, ureters 
and biadder, careful catheterization, cystoscopy and neurologic 
examination. He discusses briefly the treatment of cerebral and 
spinal cord tumors, tabetic bladders, temporary paralysis of the 
detrusor muscle incident to labor trauma, painful contraction of 
the wall of the bladder, spasm of the vesico-ureteral junction 
and painful cystitis, from which he concludes that a conservative 
attitude should be maintained and the simpler measures employed 
before resorting to renal sympathectomy, ureteral neurectomy, 
presacral neurectomy and sacral resection of the ganglions. In 
rare instances, spinal injection of alcohol or chordotomy may be 
employed. Whenever marked deviations from a normal neuro- 
muscular functional balance are recognized, a thorough neuro- 
logic examination is imperative. 

Fever Therapy in Resistant Gonorrhea.—Owens and his 
co-workers present the results of artificially induced fever in 
eleven patients with gonorrhea who were intolerant to sulfanil- 
amide. Each patient had received sulfanilamide therapy in 
fairly adequate dosage. Some had had two or three courses 
of this medication. Each patient had persistently positive smears 
for gonococci following the sulfanilamide therapy. Several had 
developed epididymitis or arthritis during the course of treatment, 
Each patient entered the hospital and received a preliminary 
three hours in the Kettering hypertherm during which time his 
temperature was raised to from 103 to 104 F. This preliminary 
heating was given largely to accustom the patients to lying in 
the warm cabinet and to quiet their fears. The following day 
each patient received ten hours of artificial fever at from 106 to 
107 F. He tien remained in the hospital one or two days after 
this treatment, during which time check-up examinations were 
made. He was then dismissed but remained under observation 
for repeated check-up examinations. Ten of the eleven patients 
were cured (entirely free of all clinical symptoms and signs, and 
repeated examinations by smears have failed to show gonococci 
after periods of normal behavior as regards alcoholic and sexual 
stimulation) by the single fever treatment. Although the remain- 
ing patient was not cured by the fever session, apparently the 
organisms were made more susceptible as a second course of 
sulfanilamide succeeded in curing him. 


CA. 


p. 226. 
| 
f 
{ 


476 


Kansas Medical Society Journal, Topeka 
39: 501-542 (Dec.) 1938 


Fractures of the Metacarpals and Phalanges. 
p. 501, 

Use of Benzedrine Sulfate in a Case of Encephalitis Lethargica as a 
Sequela to Measles. A. J. Revell, Pittsburgh.—p. 505. 

Report of Case. M. Gerundo and W. M. Mills, Topeka. 


C. K. Wier, Wichita.— 


Glomic Tumor: 


—p. 506 
Appendicitis Associated with Pregnancy. A. W. Fegtly, Wichita.— 


p. 508. 
Infectious Mononucleosis: M. Bern- 
reiter, Kansas City.—p. 


Nephritic Edema. R. Jeffries, Atchison.—p. 516. 


Maine Medical Journal, Portland 
29: 261-284 (Dec.) 1938 
Ragweed Pollen Survey in Maine for 1937. C. B. Sylvester, Portland, 
and O. C. Durham, North Chicago, Ill.—p. 261. 
Developmental Abnormalities Simulating Arthritis of the 
Report of Case. A. J. Stinchfield, Skowhegan.—p. 267. 
Hospital Atmosphere. Pearl R. Fisher, Waterville.—p. 269. 


Medical Annals of District of Columbia, Washington 
7: 371-410 (Dec.) 1938 

*Endometrial Patterns in Menorrhagia and Metrorrhagia. 
Elizabeth Parker, Washington.—p. 371. 

The Pneumonia Control Program of the District of Columbia. S. Ruffin, 
Washington.—p. 380. 

The Pneumonia Control Program, District of Columbia: Report of 
Results Obtained in Treatment of Type I Cases. T. J. Abernethy and 
H. F. Dowling, Washington.—p. 384. 

Chronic Appendicitis: Conservative Surgical Point of View. A. Hor- 
witz, Washington.—p. 389. 

Hematclogic in General Practice. 
ington.—p. 392 
Endometrial Patterns and Menstruation. — Kotz and 

Parker studied by endometrial biopsy fifty cases in which func- 

tional bleeding was the chief complaint. In these cases the 
endometrium exhibited all degrees of normal differentiation as 
well as aberrations manifested by hyperplasia, hypoplasia, per- 
sistent or delayed reactions or senility in either the follicular 
or the luteal phases of the cycle. There were nine cases in 
which the endometrium was of the follicular type. There was 
bleeding in five from two to three weeks, while in three there 
was prolonged, acyclic bleeding. In all cases estrogen was 
demonstrable in the blood, although there was a tendency for it 
to be decreased in quantity below normal. There was no case 
of excessive gonadotropic substance. There were fourteen 
patients who exhibited follicular hyperplasia of the endometrium. 
All of these had acyclic, either profuse or prolonged, bleeding. 
The test for the estrogen content of the blood was positive in 
all these cases with a tendency for increases above normal. 
There was no incidence of excessive gonadotropic substance. 
There were six cases in which the endometrium exhibited a 
delayed postovulatory reaction, subnuclear vacuolization. In 
five cases there was evidence of previous excessive proliferation ; 
in only one case was the condition apparently normal. In one 
case bleeding was acyclic and profuse, while in five it was cyclic 
with the interval ranging from fourteen to twenty-eight days. 
The blood estrogen was negative in two, strongly positive in two 
and normally positive in one. There was no incidence of exces- 
sive gonadotropic substance. The authors have encountered 
what seems to be an exaggeration of the early secretory reaction 
of the endometrium in eight cases, all with cyclic bleeding, but 
with shortened intervals in four cases. All these women com- 
plained of profuse or prolonged bleeding. Estrogen was demon- 
strable in all and there was a tendency for it to be increased 
above normal. In no cases was there an excess of the gonado- 
tropic substance. It would seem that this type of endometrium 
is an early secretory reaction in which bleeding has been initiated 
in the presence of a high level of estrogen and befere the corpus 
luteum has reached its full maturity. In thirteen cases the 
endometrium showed variations of the late secretory reaction. 
In nine cases there was cyclic but profuse bleeding, while in 
the remainder it was acyclic and prolonged. There was no definite 
correlation between the character of the bleeding and the type 
of endometrium encountered. The blood estrogen was positive 
in all cases and the gonadotropic substance was negative. The 
series as a whole represented a younger age group (from 16 
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to 45) than that usually encountered in cases in which follicular 
cystic hyperplasia was the characteristic condition. It would 
seem that there are three degrees of endometrial abnormality 
which correspond to the degree of ovarian failure. First there 
is the type in which an abnormal secretory reaction is present 
and which may be the forerunner of the next type, in which 
follicular endometrium is characteristic. Both of these types 
occur during the reproductive stage of life. The third type is 
the hyperplasia occurring after the menopause. The first two 
types are almost without exception benign, while malignant 
changes in the third type occasionally occur. The factor or 
factors which account for this transition cannot be explained. 


Minnesota Medicine, St. Paul 
21: 817-888 (Dec.) 1938 
Role of Insects and Allied Forms in the Transmission of Diseases Due 
to Filtrable Viruses. W. A. Riley, St. Paul.—p. 817. 
Influenza, Rabies and Encephalitis. C. M. Eklund, Minneapolis.— 
21, 


p. 8 
Emergency Treatment of Injuries. H. M. Lee, Minneapolis.—p. 824. 
Abdominal Injuries. E. M. Jones, St. Paul.—p. 828. 

Intractable Low Back and Sciatic Pain Due to Protruded Intervertebral 
isks: Diagnosis and Treatment. J. G. Love, Rochester.—p. 832. 
Value of X-Rays in General Practice. C. G. Sutherland, Rochester.— 

9 


p. 
Roentgen Treatment of Inflammatory Diseases. G. Clement, Duluth.— 
p. 847. 


New England Journal of Medicine, Boston 
219: 899-942 (Dec. 8) 1938 
Introduction to Panel Discussion on Cyanosis of the Newborn. C. F. 

McKhann, Boston.—p. 899. 

Cyanosis Following Intracranial Injuries. 

Mass.—p. 900. 

Circulatory Causes of Cyanosis. H. Green, Boston.—p. 901. 
Pulmonary Causes of Cyanosis. J. M. Baty, Boston.—p. 903. 
Pathologic Aspects of Cyanosis. S. Farber, Boston.—p. 904. 

Obstetric Aspects of Cyanosis. H. M. Teel, Boston.—p. 906. 

Iron Ascorbate in Treatment of Anemia. D. G. Friend, Boston.—p. 910. 
Premature Separation of the Normally Implanted Placenta. C. P. 

Sheldon, Boston.—p. 913. 

Observations on the Clinical Status of Gastroscopy. I. R. Jankelson and 

C. W. McClure, Boston.—p, 917. 

Treatment of Colles Fracture. F. J. Cotton, Boston.—p. 921, 
219: 943-976 (Dec. 15) 1938 
The Investigation Cases of Syphilis. L. G. Levingson, 

Geneva, N. Y.—p. 

*The Use of sulfactioaide in Scarlet Fever. 

Smith, Boston.—p. 947. 

Actinomycosis of the Scrotum. C, W. Anderson and R. H. Jenkins, 

New Haven, Conn.—p. 953. 

Intravenous Anesthesia in Obstetrics. F. C. LaBrecque, Boston.—p, 954. 
Maternal Mortality in a, Small Hospital. S. H. Moses, Boston.—p. 957. 
Fishbone in the Omentum. F. B. Sweet and W. A. R. Chapin, Spring- 

field, Mass.—p. 959. 

Sulfanilamide in Scarlet Fever.—Wesselhoeft and Smith 
epitomize that sulfanilamide therapy of scarlet fever in the 
eruptive stage in the accepted dosage does not reduce the toxicity 
as manifested by the intensity of the eruption or the duration of 
the fever. Sulfanilamide therapy, given during the initial stage 
of the disease, did not reduce the incidence of complications. 
However, in cases in which the drug was continued longer the 
incidence was markedly reduced. Since the usual invasion of 
the scarlet fever streptococcus takes place in the upper part of 
the respiratory tract and this primary toxic phase is not influ- 
enced by sulfanilamide therapy, it is reasonable to infer that 
the drug will not be efficacious in the septic complications involv- 
ing the respiratory tract. This inference appears to be sub- 
stantiated by clinical results, although satisfactory data on this 
point are not as yet available. Sulfanilamide therapy appears 
to be useful in certain infections of the mastoid cells, but the 
possibility of an associated infection of the blood stream through 
destruction of bone may be a factor. Infections of the blood 
stream and meningitis are indications for sulfanilamide therapy. 
In these two complications the results of its administration have 
lowered the mortality. Bacteriologic evidence suggests that the 
use of sulfanilamide in the last week of convalescence from 
scarlet fever does not reduce the carrier rate through the eradica- 
tion of hemolytic streptococci from the nose and throat. The 
use of sulfanilamide as a prophylactic in nonimmune contacts 
is a problem for carefully controlled investigations. 
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New York State Journal of Medicine, New York 
38: 1531-1576 (Dec. 15) 1938 
Sulfanilamide Therapy: Results at the Infants’ and the Children’s Hos- 
pitals (Boston). B. W. Carey Jr., Boston.—p. 1531. 
Primary Carcinoma of the Liver. J. R. Lisa and J. F. Hart, New York. 


Systemic Sarcoidosis: Report of Case with Veo ogi Thrombocytopenic 
Purpura. E. T. Bernstein, New York.—p. 1543. 

Pneumonia: 


Practical Considerations of direc Therapy, with Special 
Reference to Home Use. D, D. Rutstein, Albany.—p. 1548. 


Northwest Medicine, Seattle 
37: 379-412 (Dec.) 1938 
Treatment ot Tic Douloureux. P. G. Flothow, Seattle.— 
Influenzal Meningitis: Recovery in an Eight Year Old nit. M. L. 
Bridgeman and R. A. Bissett, Portland, Ore.—-p. 388 
*Incidence of Rheumatic Infections in Children of Oregon. J. B. Bilder- 
back and R. M, Overstreet, Portland, Ore.—p. 390. 
Amyotonia Congenita (Oppenheim): Report of Case. J. C. Brougher, 
Vancouver, Wash.—p. 393 
Chronic (Subclinical) Undulant Fever: C. G. Bain, 
Centralia, Wash.—p. 395. 
Induction of Labor. B. Berenson, Everett, Wash.—p. 397. 
Water Bed for the Bedridden. C. A. Ewald, Seattle.—p. 397. 
The Good Old Days. W. B. McCreery, Tacoma, Wash.—p. 399. us 
Incidence of Rheumatic Infections in Oregon.—The 
investigations of Bilderback and Overstreet agree with others 
that the universally recognized manifestations of rheumatic infec- 
tion, arthritis and carditis may occur in the same patient, super- 
imposed on or at a varying time interval before or after chorea. 
However, rheumatic carditis is not found as frequently in the 
person with chorea alone as in the person with both chorea 
and rheumatic involvement of the joints. Rheumatic fever and 
chorea constituted 3.46 per cent of the 4,197 medical admissions 
(116 patients) to Doernbecher Hospital during a period of five 
and one-half years. Some of these were admitted for recur- 
rence of the disease on several different occasions. The youngest 
patient was found to be ill at the age of 20 months, but the 
diagnosis was not made until death occurred at 3 years of age, 
at which time healed rheumatic endocarditis was discovered. 
Rheumatic fever is a seasonal disease to some extent, having 
its greatest incidence in the winter and early spring months. 
However, no month is exempt and the curve of monthly inci- 
dence is roughly parallel to that of precipitation and inversely 
proportional to the average normal temperature, but not suffi- 
ciently so to permit any definite conclusions. The presence or 
absence of the lymphoid tissue of the pharynx has been the sub- 
ject of considerable investigation. Recent work tends to suggest 
that the popular surgical procedures of a few years ago are less 
often performed in the presence of acute infection. Of the 116 
patients studied, thirty-nine had had adenotonsillectomy per- 
formed prior to the first attack, while seventy-one had not under- 
gone the procedure. In six no statement was obtained. No 
conclusions are to be drawn from this except that tonsillectomy 
seems to reduce the incidence appreciably. 


Report of Case. 


Pennsylvania Medical Journal, Harrisburg 
42: 209-336 (Dec.) 1938 


The Diagnosis and Therapy of Otogenic Meningitis. “S. J. Kopetzky, 
New York.—p. 217. 
Otolaryngologic in Pediatric Practice. H. Dintenfass, 


Philadelphia.—p. 226. 

The Problem of the Radical Mastoid: 
A. H. Persky, Philadelphia.—p. 231. 

The Purposes of the Evaluation and Planning Committee. 
Altoona. —p. 237. 

Progress in the Control of Syphilis. 

241. 


Critical Analysis of 151 Cases. 
B. L. Hull, 
R. L. Gilman, Philadelphia.— 


Simplified Postoperative Care. C. G. Strickland, Erie.—p. 245. 
*Oxygen Therapy in General Practice. F. B. Davies, Scranton.-—p. 248. 


Oxygen Therapy.—Davies states that, until such time as 
the clinician and the layman understand that oxygen therapy is 
a perfectly logical, practical procedure and an excellent symp- 
tomatic treatment, one will labor under a definite psychologic 
handicap. It is unfortunate that the reaction to oxygen therapy 
in the mind of the layman is either that oxygen is life giving, 
a miraculous panacea, or, more frequently, that oxygen is to 
be employed when all hope is lost—a symbol of the inevitable 
approach of death. Oxygen therapy is a decided adjunct to 
modern methods of treatment. It should be employed early, 
continuously and in a concentration adequate to overcome 
anoxemia. In the operation of any type of oxygen tent, cer- 
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tain practical points should be emphasized: 1. The apparatus 
used must produce and hold the desired oxygen concentration. 
2. There is only one way to know the exact concentration of 
oxygen in the tent and that is by actual analysis. 3. The need 
for a soda-lime absorber for carbon dioxide is more theoretical 
than actual. 4. The concentration of oxygen should be kept 
at or above 45 per cent and is to be increased whenever neces- 
sary to overcome anoxemia. 5. The temperature and humidity 
gages should be kept inside the tent and it should be taken 
and recorded every two hours, It is a dependable check on 
the operation of the tent. 6. The temperature in the tent 
should be kept between 55 and 65 F. for adults and from 65 
to 70 F. for infants and children and the humidity between 
30 and 60 per cent. 7. The intern, nurse, orderly or relative 
(in the home) should know the correct method of changing 
oxygen tanks, as reducing valves may be easily ruined by care- 
lessly changing high pressure tanks. 8. The physician should 
accept complete personal responsibility for oxygen therapy. 
Oxygen therapy is medical treatment and should be kept out 
of the hands of commercial enterprises. 9. The concentration 
of oxygen in the tent should be brought down before the 
patient is changed to room air for any considerable period. 
Oxygen therapy has long passed the probationary period and 
is of considerable importance in the treatment of all forms of 
anoxemia. 


Public Health Reports, Washington, D. C. 
53: 2121-2152 (Dec. 2) 1938 
Studies on Trichinosis: XII. Preparation and Use of Improved 
Trichina Antigen. J. Bozicevich.—p. 2130. 


53: 2153-2192 (Dec. 9) 1938 
Study of Economics of Pneumonia: Costs of Diagnosis and Treatment of 
625 Cases in New York City. J. Hirsh.—p. 2153. 
Ixodes Marmotae: New Species of Tick from Marmots (Acarina: 
Ixodidae). R. A. Cooley and G. M. Kohls.—p. 2174. 


Surgery, Gynecology and Obstetrics, Chicago 
68: 1-128 (Jan.) 1939 

Purposeful Splinting Following Injuries of the Hand. S. L. Koch and 
M. ason, Chicago.—p. 1. 

*Fluid Balance in the Puerperium. E. G. Crabtree, Boston.—p, 17. 

Carcinoma of the Rody of the Uterus: Clinical and Pathologic Review. 
K. C. Morrin and P. F. Max, St. Louis.—p. 30. 

Treatment of Colon Bacillus Peritonitis in Rabbits with Escherichia Coli 
Antiserum. H. M. Trusler and J. M. Moss, Indianapolis.—p. 34. 

The Anatomic and Surgical Features of Ectopic Kidney. B. J. Anson 
and L. W. Riba, Chicago.—p. 37. 

Primary Reticulum Cell Sarcoma of Bone. F. Parker Jr. and H. Jack- 
son Jr., Boston.—p. 45. 

Study of Superficial Venous Pattern in Pregnant and Nonpregnant 
Women by Infra-Red Photography. W. A. carmen, Duluth, Minn., 
and A. Hirsheimer, Dayton, Ohio.—p. 54. 

Studies on the Growth Stimulating Effect of Seinins Naphthalene 
Acetate and Potassium Indole Butyrate. J. K. Narat and G. Chobot, 
Chicago.—p. 63 

*Bone Sarcoma: 
Boston.—p. 67. 

New Radical Operation for Carcinoma of the Bulbous Urethra: 
Use for the Penis. H. H. Young, Baltimore.—p. 

Fractures of the Neck of the Femur: Open Operation and Pathologic 
Observations: New Incision and New Director for the Use of a 
Simplified Flange. W. R. Cubbins, J. J. Callahan and C. S. Scuderi, 
Chicago.—p. 87. 

Technic of Anastomosis Using the Stone Clamp. 
H. B. Stone, Baltimore.—p. 95. 

Modern Technic of Subtotal Thyroidectomy. 
—p. 99. 

Study and End Result Report of Seventy Arthroplasties and Reconstruc- 
tion Operations on the Hip Joint. H. Hallock, New York.—p. 106. 
Use of Living Sutures of External Oblique Aponeurosis in the Repair of 

Inguinal Hernias in Adults. J. D. Bisgard, Omaha.—p. 113. 

Modified Wangensteen Suction Drainage. H. D. Furniss, New York.— 

p. 118. 


Fluid Balance in the Puerperium.—Crabtree presents a 
group of heretofore unassociated observations which indicate that 
the pregnant woman fails to eliminate fluids as adequately as 
does the nonpregnant one and that the storage of fluids in the 
blood stream and tissues of the body in the course of a normal 
pregnancy may and probably does, without production of ana- 
sarca, take place elsewhere in the body besides in the products 
of pregnancy. He concludes that pressure of the gravid uterus 
on the ureters is not adequate to explain the changes in the renal 
tree which commonly occur in pregnancy. A double etiology 
for these changes, if considered both as to nature and as to 
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degree, should be accepted for human beings. An endocrine 
factor should be given equal if not greater significance than the 
pressure factor: There are several established lines of evidence 
which indicate that fluid storage in the course of pregnancy 
should occur regularly and in all cases. In all except one of 
fifty-four cases that the author studied over the average fourteen 
days that women in the puerperium stay in the hospital, except 
in five febrile cases, there was an output of urine in excess of 
fluid intake too large and of too long duration to be considered 
accidental. If fluid losses attendant on delivery and the puer- 
perium, purely obstetric in nature, and lactation are included 
the foregoing figures will be greatly exaggerated. Medical, 
surgical and urologic diseases, when they develop in the course 
of either pregnancy or the puerperium, should be considered in 
relation to a disturbed fluid balance and not by the fluid balance 
in nonpregnant women. 


Bone Sarcoma.—Simmons reports the results of treatment 
of forty-seven patients with primary malignant tumors of the 
long bones, excluding plasm: cell myeloma. These patients 
were seen during a period of thirteen years (1920 to 1922). No 
patient is considered cured unless he is living without evidence 
of disease five or more years after treatment. It appears that 
the prognosis is far from hopeless when patients are treated by 
radical surgery. The tumors in which relatively adult tissue, 
such as fibrous tissue and cartilage, predominated did not form 
metastases for some time after the tumor was demonstrated 
clinically, and the patients were usually cured by complete 
removal of the growth. The duration of the tumor before treat- 
ment undoubtedly has a bearing on the result in a given case, 
although if these cases are considered as a group this is not so. 
- The prognosis appeared to be worse in the cases of short dura- 
tion, but it was found that the duration in the majority of low 
malignant tumors in which cures were obtained was appreciably 
longer. The value of preoperative radiation treatment is prob- 
lematic. It was not employed in any case in the present series, 
for the time element was considered more important. Radiation 
undoubtedly affects the cells profoundly but apparently does not 
destroy the tumor. There is no instance of cure by radiation 
alone of a proved case of osteogenic sarcoma in the Registry 
of Bone Sarcoma. The surgical procedure adopted whenever 
possible was a biopsy and immediate amputation if the tumor 
was reported to be sarcoma. There is no way by which the 
various types of osteogenic sarcoma can be distinguished clini- 
cally with any degree of accuracy, although occasionally the 
character may be suspected. In persons more than 50 years of 
age the tumor ig usually secondary to Paget's disease of the 
bone or of the chondral type. The eight patients with Ewing’s 
sarcoma are all dead. Of the twenty-eight patients with osteo- 
genic sarcoma in which amputation was done, eleven are living 
without disease five or more years after operation. The prog- 
nosis depends more on the amount of differentiation of the cells 
comprising the major portion of the tumor than on any one 
other factor. If the tumor is composed in large part of adult 
fibrous tissue or cartilage, the prognosis is better than if the 
cells show marked anaplasia. The five patients in whom fibrous 
tissue predominated, treated by amputation, are well. Of seven 
on whom amputation was done and cartilage was the predominat- 
ing tissue, five patients are well. Of sixteen patients who 
required amputation and who may be placed in an anaplastic 
group, one is well. Of two patients with reticulum cell sarcoma 
in which amputation was done, one is well fourteen years later 
and one died twelve years later of a tumor of another bone, the 
character of which was not determined. 


Yale Journal of Biology and Medicine, New Haven 
11: 97-164 (Dec.) 1938. Partial Index 

Rapid Production of Tumors by Two New Hydrocarbons. 
mann, Ann Arbor, Mich.; E. L. Kennaway and N. 
London, England.—p. 97. 

Bio-Electric Correlates of Wound Healing. 
and M. Taffel, New Haven, Conn.—p. 103. 

Evipal Soluble for the Control of Convulsions from Novocain Poisoning. 
Alice M. Hunt, New Haven, Conn.—p. 109 

Germicidal Power of Some Alcohols for Bacterium Typhosum and 
Staphylococcus Aureus, and Its Relation to Surface Tension. P. B. 
Cowles, New Haven, Conn.——p. 127. 

Influence of Estrogenic Hormone on Hydrogen Ion Concentration and 
Bacterial Flora of Vagina of the Immature Monkey. L. Weinstein, 
N. W. Wawro, R. V. Worthington and E. Allen, New Haven, Conn. 
—p. 141. 
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below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Radiology, London 
11: 769-832 (Dec.) 1938 

British Radiology in the Future. W. E. Schall.—p. 769. 

Experimental Study of the Action of Radium on Developing Bones. 
D. Engel.—p. 779. 

Direct Radiocinematography. M. van de Maele.—p. 804. 

Dosage System for Use in Treatment of Cancer of the Uterine Cervix. 
Margaret C. Tod and W. J. Meredith.—p. 809. 

Influence of a Lead Cone on Intensity Distribution of 2 Gm. Radium 
Beam Unit. F. W. Spiers.—p. 825. 


British Medical Journal, London 
2: 1189-1244 (Dec. 10) 1938 
Physiology of the Vocal Mechanism. D. Guthrie.—p. 1189. 
Vi Agglutination in Diagnosis of Typhoid Fever and Typhoid Carrier 
Condition. S. S. Bhatnagar.—p. 1195. 
Hypersusceptibility to Basal Anesthetics. 
*Treatment of Acute Osteomyelitis by Uliron. A. Mitchell—p. 1200. 
Peivic Hydatid Cysts and Obstructed Labor. M. P. Embrey.—p. 1201. 
*Epidemic Myalgia: Five Cases in One Household. C. R. G. Howard. 
p. 1203. 


B. P. Hill.—p. 1199. 


Treatment of Acute Osteomyelitis by a Sulfanilamide. 
—Mitchell treated five cases of severe acute osteomyelitis with 
a sulfanilamide preparation (uliron) in addition to the ordinary 
local treatment. To young children he gave one tablet (7% 
grains, or 0.5 Gm.) every four hours. The period over which 
it has been administered has varied up to several weeks. All 
these patients have done exceptionally well, particularly two 
patients in whom the condition seemed absolutely hopeless. All 
of them had severe septic osteomyelitis and not the milder type 
sometimes seen. 

Epidemic Myalgia.—Howard reviews briefly the literature of 
epidemic myalgia and gives an account of five cases occurring in 
one household. These cases closely followed the clinical picture 
described by Sylvest, the main features being a sudden onset 
with abdominal pain and malaise, the pain moving to the chest, 
particularly the right costal margin, on the second day and later 
diffusing all over the chest and shoulder. The chief disabilities 
are intermittent attacks of malaise for about a week, combined 
with the inability to laugh or take a deep breath without excru- 
ciating pain in the chest; also the frustration, in spite of a 
strong urge, of being unable to defecate satisfactorily. At about 
the same time as the foregoing cases occurred there were 
admitted to the local hospital more cases than usual, perhaps, 
of appendicitis that never came to operation. Unfortunately 
these were not investigated with myalgia in mind. 


Indian Medical Gazette, Calcutta 
73: 649-712 (Nov.) 1938. Partial Index 


*Chemotherapy in Acute Surgical Infections with Prontosil and Allied 
Drugs. P. N. Ray, K. S. Alam and B. K. Ghose.—p. 

Surgical Treatment of Epidemic Dropsy Glaucoma. E. O. Kirwan.— 
p. 654. 


Thyroid Metastases in Bone. M. M. Cruickshank.—p. 656. 

Precancerous Conditions of the Cervix Uteri and Their Treatment. J. 
Chakraverti.—p. 661. 

Studies on Action of Synthetic Drugs on Simian Malaria: Sulfanilamide 
Derivatives. B. M. Das Gupta and R. N. Chopra.—p. . 

Studies on Action of Synthetic Antimalarial Drugs on Indian Strains of 
Malaria: Cilional in Treatment of ‘‘Crescent Carriers.” N. 
Chopra, B. M. Das Gupta and B. Sen.—p. 667. 

Isolation of Vibrio Cholerae from Noncholera Individuals. 
richa, M. N. Lahiri and P. C. Das.—p. 669. 

*Blood Culture in Cholera. A. J. H. deMonte and S. K. Gupta.—p. 670. 

Vibrios from Certain Nonhuman Sources. M. N. Lahiri and P. C. Das. 

670. 


C. L. Pas- 


Some Epidemiologic Features of Plague in Bengal, with Special Reference 

to Calcutta. S, Raghavender Rao.—p. 671. 

Variations in Platelet Count in Typhus Associated with Hematuria. 

R. L. H. Minchin.—p. 679. 

Sulfanilamide in Acute Surgical Infections.—Ray and 
his associates used derivatives of sulfanilamide in 100 consecutive 
cases of acute surgical infections. In erysipelas and streptococcic 
septicemia, prontosil red may be regarded as a specific. In none 
of these conditions need antistreptococcus serum be given. In 
the authors’ experience, prontosi! red preparations appear to be 
of greater efficacy than prontosil album and allied sulfanilamide 
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preparations. In acute funiculitis and epididymo-orchitis of 
filarial origin a dramatic result is usually achieved, even in those 
cases in which no secondary bacterial infection could be dis- 
covered. In acute urinary infections, gonococcic urethritis: and 
acute staphylococcic infections the drug has proved to be of 
great value. In their experience, treatment by intramuscular 
injections is best combined with oral administration of prontosil 
red tablets. In about 6 per cent of cases the latter may give 
rise to vomiting or anorexia, when it may be replaced by pron- 
tosil album tablets. Certain drugs are to be avoided during 
prontosil therapy. In a series of seventy consecutive cases, 
excluding six late cases of sinus thrombosis and septic broncho- 
pneumonia complicating facial cellulitis, the mortality rate was 
4.7 per cent. There were no deaths in a subsequent series of 
thirty consecutive cases. In erysipelas the highest average tem- 
perature was 102.2 F., which was brought down to normal in 
2.4 days. In facial cellulitis the normal was reached on the 
fourth day. 

Blood Culture in Cholera.—deMonte and Gupta examined 
the blood of twenty-six cholera patients for the presence of 
vibrios. The blood was collected as early as possible after the 
onset of symptoms, in from three to nine hours. Vibrios were 
not isolated from any of the samples, confirming the observations 
of Greig, who was unable to isolate vibrios in the blood during 
life. 


Journal of Hygiene, London 
38: 647-778 (Nov.) 1938 


“DGenetic Studies on Immunity in Mice: II. Correlation Between Anti- 


body Formation and Resistance. P. A. Gorer and H. Schitze.—p. 647. 

A Vi Variant of Salmonella Typhi and Its Application to Serology of 
Typhoid Fever. S. S. Bhatnagar, C. G. J. Speechly and M. Singh. 
—p. 663. 

Preparation of Antityphoid Serum in the Horse for Therapeutic Use in 
Man. A. Felix and G. F. Petrie.—p. 673 

Sulfuretted Hydrogen Production by Bacteria in a Lead Mine. J. W. 
Edington.—-p. 683. 

Studies on Type Division of Typhoid and Paratyphoid B Bacilli by 
Fermentation. M. Kristensen.—p. 

Experimental Transformation of Variola to Vaccinia. E. S. Horgan. 

702. 


Two New Salmonella Types Isolated from Fowls. P. R. Edwards and 
D. W. Bruner.—p. 716. 
Comparative Study of Coliform Organisms Found in Chlorinated and 
in Nonchlorinated Swimming Bath Water. Doris A. Bardsley.— 
721. 
oBstimation of Bactericidal Power of the Blood. A. A. Miles and S.'S. 
Misra, with note by J. O. Irwin.—p. 732. 
Titration of Therapeutic Antityphoid Serum. A. Felix.—p. 750. 
Bactericidal Power of the Blood.—Miles and Misra 
believe that the survival rate wf a measured inoculum of 
Staphylococcus aureus in a standard volume of defibrinated 
blood is a reliable quantitative measure of the bactericidal power 
of blood. The number of viable organisms in the inoculum and 
in the blood-bacterium mixture may be estimated by counts of 
colonies developing from measured volumes of the fluids per- 
mitted to fall on the surface of solid mediums. Fildes’ agar was 
the most suitable medium for this surface-viable count. The 
number of colonies growing from a sample of a blood-bacterium 
mixture may be reduced not by killing of the individual cocci 
but as a result of their aggregation either by agglutinins in the 
blood or in the cytoplasm of leukocytes that are phagocytic but 
not bactericidal. It appears that these mechanisms are unlikely 
to operate in blood-bacterium mixture containing relatively few 
organisms; in such mixtures the survival rate is a reflection of 
the killing power only. The immunologic significance of the 
survival rate has not been investigated, but the range of values 
for healthy human adults differs significantly from that for 
sufferers from chronic staphylococcie infection. 


Journal of Neurology and Psychiatry, London 
1: 301-418 (Oct.) 1938 

Brown-Séquard Syndrome: Case of Unusual Etiology. J. B. Gaylor and 
J. W. Howie.—p. 301. 

Recent Studies of Morphology of Neuron in Health and Disease. J. G. 
Greenfield.—-p. 306. 

Aphasia, with Special Reference to the Problems of Repetition and Word 
Finding: Cnse. K. Goldstein and J. Marmor.—p. 329. 

7 Hypertrophy or Gliomatosis of the Optic Thalamus. S. Nevin. 


Technic and Application of Electro-Encephalography. W. G. Walter.— 
p. 359. 
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Lancet, London 
2: 1275-1338 (Dec. 3) 1938 
The Place ot Pathology Among the Medical Sciences. W. W. C. 

Topley.—p. 1275. 

Hernia of the Vermiform Appendix: Record of Sixteen Personal Cases. 

C. P. G. Wakeley.—p. 1282. 

*Percutaneous Absorption of Male Hormone: Its Practical Application 

to Human Therapy. G. L. Foss.-—p. 1284. 

Testing the Knee Jerk: Alternative Method. K. J. Franklin.—p. 1287. 
*Bayer 205 in Treatment of Lupus Erythematosus. B. Chajes.—p. 1288. 
Trichlorethanol on Trial. C. L. Hewer and D. Belfrage.—p. 1290. 

Percutaneous Absorption of Testis Hormone.—Foss 
studied the potency and the optimal dosage of the percutaneous 
application of testosterone propionate in a fatty vehicle and an 
alcoholic solution in a postpuberal eunuch, a eunuchoid and a 
patient with delayed puberty. He compares their effects with 
those of a solution of testosterone in alcohol. This method of 
giving testis hormone is effective and simple but a larger dosage 
is required than when the medication is given by injection. An 
ointment containing 25 mg. of testosterone propionate per gram 
in collapsible tubes of 2 Gm. is recommended for practical use 
as the most efficient means of percutaneous androgen therapy at 
present available. Much more rubbing is necessary before the 
greasy ointment is worked into the skin and disappears than 
when applying the alcoholic solution, which evaporates rapidly 
and gives the patient the impression that the medication is com- 
pletely absorbed. Allowing, however, for this wastage, the local 
effect, e. g. on hair growth and development of the penis and 
larynx—is greater with percutaneous medication than injection, 
which bears out the original experiment on the capon’s comb. 
There is no doubt also that the maintenance of prostatic and 
vesicular secretion is sustained by the percutaneous route, for 
the eunuch has a normal ejaculate after only four months of 
percutaneous application. This method of application is most 
acceptable to the patient who desires a maintenance dosage, 
whereas subcutaneous injection will be reserved for initial inten- 
sive therapy or for a periodic depot dose. 

Treatment of Lupus Erythematosus.—Chajes treated 
thirteen patients with long standing lupus erythematosus with 
a complex carbamide compound of trisulfonic acid (Bayer 205). 
Only two of the patients gave a history of having the disease 
less than one year. In a few cases a mild ichthammol-resorcin 
paste was used to relieve the itching which sometimes occurred 
at the site of the intravenous injection of the 10 per cent solu- 
tion of the drug. A cure was obtained in nine of the thirteen 
cases and considerable improvement in four. Recurrences after 
the first injection were observed in six cases but were always 
favorably influenced and usually cured by further injections. 
The author observed four cases for more than a year and in 
only two of these could he diagnose a recurrence within the 
period of observation. 


: 2: 1339-1394 (Dec. 10) 1938 
Arterial Embolism: Study of Eight Cases. D. L. Griffiths.—p. 1339. . 
"Cerebral Paratuberculosis. R. C. Cohen and W. B. Wood.—p. 1344. 
Beriberi Occurring in London: Case. J. Yudkin.—p. 1347. 
*Vascular Reactions to Contrast Bath in Health and in Rheumatoid 
Arthritis. A. Woodmansey, D. H. Collins and M. M. Ernst.—p. 1350. 
The Four Lead Electrocardiogram in Angina of Effort. G.. Bourne and 
C. Evans.—p. 1354, : 
Ammonia Gas Burns: Account of Six Cases. G. M. J. Slot.—p. 1356. 
Cerebral Paratuberculosis.—Cohen and Wood draw atten- 
tion to a disturbance of the central nervous system sometimes 
observed in children and young persons suffering from pulmo- 
nary tuberculosis. It seems to be due to an acute exudative 
reaction localized in the cerebral meninges. Though associated 
with tuberculosis and apparently a reaction (specific or allergic) 
to the tuberculous virus, its fleeting and benign character clearly 
distinguish it from tuberculous meningitis. The authors have 
seen five cases in the last two years. The ages of the patients 
ranged from 6 to 20 years. Four were suffering from pulmonary 
tuberculosis of the adult type and one from generalized tuber- 
culosis following primary infection. In each instance the pul- 
monary disease has been mainly exudative and the symptoms. of 
comparatively recent origin. The principal symptoms were 
headache and lethargy or drowsiness. These preceded or accom- 
panied the onset of fever. Physical signs were few, apart from 
sluggish reactions of the pupils and sluggish or absent knee 
jerks during the attack. In three instances a rash was observed 
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—erythema nodosum, a generalized simple erythema and a mixed 
papular and morbilliform eruption. Lumbar puncture yielded 
cerebrospinal fluid which was under pressure but was clear and 
sterile and showed no cellular or chemical abnormality. Its 
withdrawal was followed by a notable relief of the headache. 
Recovery was uneventful and took from seven to fourteen days. 
One patient had a second attack after a quiescent interval of 
several months but this was again followed by a spontaneous 
recovery. 


Vascular Reactions to the Contrast Bath.—Woodmansey 
and his associates describe a contrast bath which allows the 
cutaneous temperatures of an immersed forearm and distal parts 
to be taken. It was found that the best reaction (active con- 
traction and relaxation of blood vessels and increased blood flow) 
is obtained when hot water is applied for six minutes and cold 
water for four minutes. Patients with rheumatoid arthritis gave 
poor reactions, probably because the blood flow is attenuated in 
the affected limbs because of disuse. Some healthy women also 
gave feeble reactions, probably because of an inherent lack of 
adaptability in their peripheral circulation. This inherent defect 
may increase the susceptibility to rheumatoid arthritis but is 
not the primary cause. The greater incidence of vascular defi- 
ciency in women may account for the prevalence of severe and 
intractable forms of rheumatoid arthritis in them. The authors 
suggest that the so-called primary rheumatoid arthritis with 
vascular signs and symptoms is rheumatoid arthritis (probably 
of infective origin) in a person with a constitutional vascular 
defect. Disease brings the vascular failure into greater promi- 
nence. 


Medical Journal of Australia, Sydney 
2: 887-928 (Nov. 26) 1938 
Muscle Dystrophies and Atrophies Occurring in Childhood: From the 
Orthopedic Aspect. A. R. Hamilton.—p. 887. 
Muscular Atrophies and Dystrophies in Childhood. R. J. Taylor.— 
p. 889. 


*Nasal Spraying with Zinc Sulfate Solution in the Prophylaxis of Polio- 
myelitis: Diphtheria Immunization as a Partial Preventive. J. M. 
Dwyer.—p. 892. 

Fractures of the Neck of the Femur. W. Vickers and N. Little.—p. 895. 

Accidental Hemorrhage. M. T. Drummond.—p. 898. 

The Value of Ward and Rudd’s Cultural Test for the Differentiation of 
Group A Streptococci. Hildred M. Butler.—p. 903. 

sre verticulum of the Pharynx: Report of Case. J. L. Watt.— 
p. 

Nasal Spraying and Diphtheria Immunization in 
Prophylaxis of Poliomyelitis —Dwyer states that nasal 
spraying with zinc sulfate solution was begun at Hindmarsh 
Dec. 22, 1937, soon after the commencement of an epidemic of 
poliomyelitis, and was continued at intervals until February 3. 
Of the 251 children treated, 121 received two treatments at an 
interval of approximately three weeks. Treatment was con- 
tinued as long as required and ceased Feb. 3, 1938. Of the 251 
children 126 had been immunized against diphtheria. The author 
draws no conclusion concerning the efficacy of the method. The 
preliminary spraying with a solution of ephedrine and ponto- 
caine greatly facilitated the procedure, and the frequency (62.5 
per cent) of anosmia among those treated was higher than in 
many previous reports. In towns in which a substantial pro- 
portion of children were immunized against diphtheria, these 
children were significantly less likely to contract poliomyelitis 
than their unimmunized companions of the same age group. 


Tubercle, London 
20: 49-96 (Nov.) 1938 
Congenital Cystic Disease of the Lung. T. H. Sellors.—-p. 49. 
Serial Skiagraphy in Pulmonary Disease. G. Jessel.—p. 72. 
The Work of a Tuberculosis Unit in East Africa. H. N. Davies.— 
p. 76 
Chinese Medical Journal, Peiping 
54: 397-490 (Nov.) 1938 
Sternal Puncture Technic and Its Clinical Value, with Especial Ref- 
erence to Its Usefulness in Diagnosis of Kala-Azar. H. L. Chung.— 
p. 397. 
Studies on Clonorchis Sinensis in Vitro: Part II. Action of Various 
Dyes. H. J. Chu.—p. 409. 
New Antigonorrheal Drug, Uliron. M. O. Pfister.—p. 416. 
Phlyctenular Disease in Shanghai. P. C. Kwan.—p. 421. 
Analyses of Chinese Foods. Y. T. Chiu.—p. 435. 
Anterior Poliomyelitis in China. Annie V. Scott.—p. 442. 


Bruxelles-Médical, Brussels 
19: 205-241 (Dec. 18) 1938 
*Lymphangiography in the Living: Method, Results and Applications. 
. Monteiro.—p. 205. 
19: 242-280 (Dec. 25) 1938 
*“Lymphangiography in the Living: Method, Results and Applications. 

H. Monteiro.—-p. 241 
“Action of Derivatives of Sulfanilamide in Postpartal and Postabortal 

Infections. J. Lambillon and A. Lejeune.—p. 252. 

Lymphangiography in Living Animals.—In spite of the 
condemnation of thorium dioxide sol by some investigators on 
account of its harmful effects on the hematopoiesis, on the 
liver and on the spleen, Monteiro says that the doses necessary 
for the injection of a section of the lymphatics are generally 
small and well below those that are injected to obtain roent- 
genograms of the liver, the spleen or the arteries. Usually 4 
of 5 cc. of the liquid is sufficient to obtain, after the injection 
of the popliteal lymphatic, a picture of the iliofemoral vessels 
and of the entire thoracic duct, in a dog weighing from 10 to 
15 Kg. The technic of the injection is much like that used 
for the injection of the lymphatics in cadavers. Of the 
numerous lymphangiographies that were made on guinea pigs, 
rabbits, cats and dogs the author discusses only a few. He 
shows that the intradermic injection of the opaque substance 
into the external ear of a dog brings into evidence the super- 
ficial lymphatic vessels from the auricle to the lymphatic 
vessels at the base of the neck, corresponding to the supracla- 
vicular group in man; that an injection into the skin of the 
toes shows the lymphatic vessels of the leg and thigh and 
the popliteal lymphatic; that an injection into the testicular 
albuginea shows the testicular lymphatics. In discussing the 
applications of this method, the author says that the experi- 
mental and clinical studies of Leriche having demonstrated 
that sympathectomies have a favorable effect on the reestab- 
lishment of the arterial circulation, it seems justified to inquire 
whether interventions on the sympathetic have an_ identical 
influence on the reestablishment of the course of the lymph 
stream. However, before giving his attention to the action of 
sympathectomies on the lymphatics he takes up the reestab- 
lishment of the circulation after ligation or section of the 
lymphatic vessels. Among the roentgenograms reproduced in 
the text there is one of a dog in which thirteen days pre- 
viously the left jugular trunk had been ligated. The opaque 
substance injected into the lymphatics on the side on which 
operation was performed had passed through the well devel- 
oped median anastomoses and had filled the lymphatics and 
the jugular trunk on the opposite side. Studying the influence 
of sympathectomies on the reestablishment of the interrupted 
lymphatic circulation, the author finds that sympathectomies 
favor, as in the case of the arteries, the reestablishment of 
the lympuatic circulation after interruption of the large trunks 
by the development of a large number of derivative passages 
and, perhaps, by better conditions of nutrition in the connec- 
tive tissue which accelerate the reconstruction of the inter- 
cepted lymphatic vessels. Discussing the restoration of the 
lymphatic circulation after cutting of the ganglions, the author 
directs attention to the roentgenogram of a dog which twenty- 
one days before had undergone ligation of the left jugular 
trunk. The liquid injected into the jugular lymphatic of this 
side had not descended in the jugular trunk but had mounted 
and had filled the fine vessels which had conducted it to the 
opposite side, thanks to dilated median anastomoses, Conse- 
quently these thin vessels, at that time efferent vessels of 
the lymphatic, must represent normal afferent vessels of the 
jugular lymphatic. In experiments on the transplantation of 
lymphatics it was found that the roentgenologic visualization 
demonstrates that autoplastic transplantation of capsulated 
lymphatics succeeds only in young animals. In the last part 
of his extensive report the author shows that the methods 
described are of value from the anatomic and physiologic as 
well as the clinical point of view, particularly with regard to 
the treatment of cancer. 

Sulfanilamide in Postpartal and Postabortal Infections. 
—Lambillon and Lejeune say that from the end of 1935 sulf- 
anilamide preparations were used at their clinic in abortions, 
in which infection is always to be feared. When it was found 
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that the preparations were well tolerated they were employed 
also in postoperative complications: anginas, influenza and 
diverse infections. During the years 1936 and 1937 the authors 
had occasion to use sulfanilamide preparations in all obstetric 
cases in which long duration of labor or multiple obstetric 
maneuvers performed outside the clinic justified the fear of 
a puerperal infection. With this preventive measure only one 
fatality resulted in 827 confinements. Cases of mammary con- 
gestion after delivery likewise proved the anti-infectious action 
of the sulfanilamides. In order to be able to evaluate the 
action of sulfanilamide preparations objectively, the authors 
treated for a time only alternate cases, irrespective of their 
severity, with sulfanilamide, giving eight tablets daily. They 
show two tables listing the temperatures (on admission, the 
maximum after onset of the treatment and the final), the 
degree of leukocytosis and the duration of the febrile period. 
One table gives the records of the nine cases in which the 
sulfanilamide was omitted, and the other one gives those of 
sixteen cases in which it was administered. That the second 
group is larger is due to the fact that after a certain time 
the sulfanilamide was again administered to all patients. A 
comparison of the two tables reveals that the cases treated 
with sulfanilamide took a more favorable course than those 
in which this treatment was not employed. The temperature 
usually decreased more rapidly in the patients who were treated 
with sulfanilamide than in those who were not. If complica- 
tions such as Douglas abscess or ovarian abscess evolve in 
the cases in which sulfanilamide is administered, the subjective 
symptoms are slight. The authors gained the impression that 
sulfanilamide therapy favors localization of the infections and 
their passage toward suppuration. They cite several case his- 
tories which illustrate the tendency to localization during 
treatment with sulfanilamide. In the conclusion they stress 
that the preparations which they employed were well tolerated. 
Even in prolonged administration they did not observe com- 
plications. In view of this harmlessness and the favorable 
action, they recommend sulfanilamide as a valuable adjuvant 
in the preventive and curative therapy of puerperal and post- 
abortal infections. 


Journal de Chirurgi e, Paris 
52: 737-896 (Dec.)' 1938 
*Raynaud’s Disease: Therapeutic and Pathologic Considerations on Basis 
of Thirteen Cases. P. Wertheimer and M. Bérard.—p. 737 


Technic of Total Extrafascial Apicolysis. M. Iselin and R. Dubau.— 


p. 748. 
Relapsing Dislocation of Hip. C. Lenormant.—p. 778. 


Raynaud’s Disease.— Wertheimer and Bérard describe 
thirteen cases of Raynaud's disease in which they resorted to 


surgical treatment. In seven cases they performed periarterial 
sympathectomies and in the other six cases they made inter- 
ventions on the cervicothoracic sympathetic nerve ganglions. 
Six of the periarterial sympathectomies were successful and 
one was not. However, in the six cases the cure was not 
absolute; the patients themselves estimated their improvement 
at about 50 per cent. The attacks still recurred but were 
less frequent and not so severe; during the cold season there 
was some aggravation. Pains were absent during the summer 
and were bearable during the winter. Discussing the results 
_ obtained with the operations on the cervicothoracic sympathetic 
ganglions, the authors say that in one case they resorted to 
inferior cervical ramisection, Complete cure was obtained in 
this case. One of the two patients who were subjected to 
stellectomy was completely cured and the other had 50 per 
cent improvement. Substellate resections on the thoracic chain 
were made in three cases. Two of these patients were com- 
pletely cured but the other one failed to obtam any relief. 
Thus of thirteen cases of Raynaud’s disease in which surgical 
operation was performed four were completely cured, seven 
were greatly improved and two were not improved. The 
authors think that no medical treatment can rival these results 
of the interventions on the sympathetic; but although their 
efficacy is recognized, the value of the various technics is still 
under discussion. The authors are in favor of interventions 
on the sympathetic chain, the results of which are better than 
those of pcriarterial sympathectomy. Moreover, studies by 
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Leriche and others have proved that of the different technics 
those on the lumbar sympathetic are superior to those on the 
cervical chain or the stellate ganglion. Discussing the patho- 
logic problem of Raynaud’s disease, the authors point out that 
three hypotheses have been advanced. The oldest one, already 
suggested by Raynaud, assumes that the disease is purely a 
vasomotor problem; another one supposes the constant exis- 
tence of endarteritic lesions; the third one invokes a myo- 
arterial origin. Evaluating these different theories, the authors 
say that the theory which assumes a myoarterial origin lacks 
anatomic demonstrations and the results of the sympathetic 
interventions likewise do not speak in its favor. On the con- 
trary, their efficacy seems to demonstrate that the disorder is 
of a vasomotor type in which a vasoconstrictor hypertension 
predominates. 


Presse Médicale, Paris 
46: 1817-1832 (Dec. 10) 1938 

X-Ray Tube Has Not Suppressed the Stethoscope of Laénnec. 
gent.—p. 1817. 

*Survey Over Results of Interventions Practiced in Forty-Nine Cases of 
Nephro-Angioscleroses (Permanent Hypertensive States with Renal 
ee of gop Origin). H. Chabanier, P. Gaume and C. Lobo- 

nell.—p. 18 


E. Ser- 


in Nephro-Angiosclerosis.—Chabanier and 
his associates discuss the hypertensive states, which they prefer 
to designate as nephro-angioscleroses. After citing the opinions 
of Volhard and Fahr, who differentiated between the benign 
and malignant types of nephro-angiosclerosis, they review the 
anatomic and the clinical aspects of the malignant type of 
nephro-angiosclerosis and show that the benign and malignant 
forms are two entirely different disease entities. They also 
differentiate two types of permanent arterial hypertension: the 
form without renal symptoms and the hypertension with nephri- 
tis. To be sure, these two types do not correspond to morbid 
entities; they have only the value of nonspecific syndromes, 
because they may be the expression of essentially different 
morbid processes. Even solitary hypertension can be the mani- 
festation of benign or malignant nephro-angiosclerosis. In 
hypertension with nephritis, the situation is similar. This syn- 
drome may be the expression of two essentially different morbid 
processes; that is, of malignant nephro-angiosclerosis and of a 
diffuse chronic glomerular nephritis. In general, all cases of 
hypertension in persons beyond the age of 60 can be considered 
as the manifestation of a benign nephro-angiosclerosis ; however, 
solitary hypertension developing before the age of 60 is likely 
to correspond to the initial stage of a malignant nephro-angio- 
sclerosis, especially when the subject is quite young. The 
authors say that therapy involves two factors: dietetic measures 
and medicaments. The regimen consists in the restriction of 
liquids, of the quantity of foods and, in case of secretory dis- 
turbances of the kidneys, in the restriction of nitrogenous foods 
and finally in dechlorination. Medicaments aim at the reduction 
of the hypertension or at least of its functional manifestations ; 
others are directed at the compensation of the results of the 
insufficiency of the left side of the heart and still others are to 
facilitate the renal elimination. After citing shortcomings of 
the medical treatment the authors give their attention to the 
surgical procedures. Their experiences on the surgical treat- 
ment of nephro-angiosclerosis are based on sixty-five cases, but 
only forty-nine are considered here because in the others the 
operation was too recent to permit a conclusion. The methods 
utilized in these cases have been simple decapsulation, renal 
enervation combined with decapsulation, adrenalectomy, splanch- 
nicectomy, and splanchnicectomy combined with the resection of 
the aorticorenal ganglion as well as of the nerves going to the 
renal pedicle and to the adrenals, eventually combined with renal 
decapsulation. The general condition of the patients in the 
terminal stage of the disease when operated on was poor; there 
was marked renal insufficiency, the hypertensive syndrome was 
severe, there was decompensation of the left side of the heart 
and a fatal outcome was near. Consequently the authors con- 
sidered an intervention justified in spite of the risk that was 
involved. Every improvement, even if only partial or of limited 
duration, is priceless for these patients, and such a relief always 
follows the operation. More than that, there are even cases in 
which the improvement of the clinical syndrome is so consider- 
able that the patients can resume an active life. To be sure, 
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such a result is as a rule only temporary; it hardly extends 
beyond several months or a year and a half. In patients who 
were operated on before the terminal stage, that is during the 
stage of solitary hypertension or during the stage of hyperten- 
sion with nephritis, the general resistance was usually such that 
they tolerate the different operations. However, vascular col- 
lapse must be watched for. The authors gained the impression 
that the diverse methods produce analogous and almost equiva- 
lent results. Usually the arterial tension decreases immediately, 
but after several months there is often a renewed increase; how- 
ever, it generally remains more or less below the preoperative 
level and, even if the preoperative level is reached, the symptoms 
of hypertension remain suppressed. The general condition of the 
patients is so greatly improved that some can resume their occu- 
pations. The renal function is improved and the degeneration of 
the secretory elements of the kidney is arrested, at least for a 
shorter or longer period. 


46: 1833-1856 (Dec. 14) 1938 


Acetabular Protrusion: Its Pathogenesis. Costantini, Bonnet and 


Bréhant.—p. 1833. 
*Hypophysial Diabetes: 

p. 1835. 

Hypophysial Diabetes: Action of Fever.—Zondek and 
Kaatz describe two cases of hypophysial diabetes. The first 
patient was a woman aged 32 who presented hypophysial 
symptoms (endocrine obesity, psychic depression and manifest 
diabetes with constant increase in weight). The second patient 
was a man aged 30 who had a hypophysial tumor and symp- 
toms of hypophysial dissociation (nanism, acromicria, hyper- 
genitalism, osteoporosis, delayed ossification of the growth 
cartilages and symptoms of hypothyroidism with mental and 
physical infantilism) complicated by latent diabetes. In both 
cases the diabetes was cured after an attack of fever, in the 
woman after an attack of angina and in the man after a fever 
that was provoked by the intravenous injection of antityphoid 
vaccine. In both cases the diabetes was of the hypophysial 
type; the fever must have inhibited a diabetogenic principle. 
Whereas fever produces ordinarily an aggravation of pan- 
creatic diabetes, it can have the reverse effect in certain cases 
of hypophysial diabetes. The authors discuss the interglandular 
relations that are involved in the metabolism of carbohydrates. 
They are inclined to believe that the principle inhibited by 
the fever is not the diabetogenic hormone described by Houssay 
but rather that which acts through the medium of the adrenal 
cortex (according to the opinion of Long). The diabetes 
results in these cases in an exaggerated transformation of 
nonhydrocarbonaceous substances into carbohydrates in accor- 
dance with von Noorden’s theory of diabetes, but it is possible 
that outside of this factor there are still others that intervene; 
factors which inhibit either the fixation of glycogen or the 
oxidation of sugar. Thus the modern ideas of the nature of 
diabetes approach more and more the conception that it repre- 
sents a complex disturbance of the interglandular regulation, 
as is the case in other endocrine disorders, exophthalmic goiter 
for example. 


Action of Fever. H. Zondek and A. Kaatz.— 


Rivista di Chirurgia, Naples 
4: 537-588 (Nov.) 1938 
*Zambrini’s Ptyaloreaction in Surgical Diseases. C. Rendano.—p. 537. 
Varices of Jugular Vein: Case. P. Giliberti.i—p. 551. 
Congenital Partial Macrosomia: Case. F. Iovino.—p. 560. 
Bacteremia in Tetanus. L. Sanguigno.—p. 567. 


Zambrini’s Ptyaloreaction in Surgery.—Zambrini’s reac- 
tion on saliva for the diagnosis and prognosis of vital resis- 
tance, its technic and several of its applications have been 
described in various medical journals, especially French and 
Italian, and in THe Journat, Nov. 14, 1936, page 1679, and 
April 2, 1938, page 1150. The test is based on the changes 
of saliva produced by the addition of a coloring reagent and 
measured by a standard colorimetric scale with figures from 
16 to 1, which represent a scale of dark to light shades which 
stand respectively for good vital and for poor organic resis- 
tance. Aside from the color of the saliva reagent mixture the 
possible presence of turbidity, sediment and a yellow crescent 
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figure on the surface of the mixture are studied. In normal 
individuals the mixture is limpid and without the presence of 
either sediment or the crescent figure. The phenomena of 
turbidity and formation of sediment in the mixture follow in 
all cases the behavior of the colorimetric curve. Rendano 
followed the behavior of the test in more than 100 persons 
with surgical diseases who were to be operated on. The 
author found that there is an obvious agreement between the 
results of the test and the general conditions of the patients 
before the operation and in the course of the postoperative 
period. The prognosis for an operation is excellent if the 
curve of the colorimetric test shows figures within 16 and 13, 
good for figures within 12 and 9, reserved under 8 and unfav- 
orable under 5. After the operation the colorimetric curve 
descends. If the evolution of the postoperative period is normal 
the colorimetric curve rises uninterruptedly from the second 
day on, oscillates within high figures and rapidly becomes 
normal. The development of local or general complications 
is preceded in one or two days by a lowering of the colori- 
metric curve, which remains within low figures for as long 
as complications threaten or develop. The curve rapidly 
regains either normal figures or figures which existed before 
the operation if complications are controlled. The curve drops 
abruptly in cases of infected operation wounds with suppura- 
tion. The curve rapidly returns to normal after complete 
elimination of pus and control of the infection. The author 
believes that the test is of value in estimating the organic 
resistance and powers of defense of the patient in relation to 
immediate results of an operation. It is also of value in 
showing the development of complications in the course of the 
postoperative period early enough to make it possible to con- 
trol them by early treatment. 


Prensa Médica Argentina, Buenos Aires 
25: 2331-2382 (Dec. 14) 1938. Partial Index 
*Triphasic Complex in Lead 3 of Electrocardiogram. D. Gross.—p. 2331. 
Parathyroids: Clinical and Biologic Study. P. Rojas and F. J. Man- 

fredi.—p. 2335. 

Achylic Hypochromic Anemia: Differential Diagnosis. E. S. Mazzei.— 

p. 2339. 

Triphasic Complex in Lead 3 Electrocardiograms. — 
Gross made electrocardiographic studies of 250 of his patients 
who had heart disease. The electrocardiograms in lead 3 of 
twenty-five of the patients (nineteen men and six women) 
showed a triphasic complex (biphasic S wave). All the 
patients complained of precordial pain of the anginous type or 
of a dull pain of light intensity and uncertain precordial loca- 
tion. Most of the patients were close to the age of 50. Six- 
teen presented organic disease of the heart. The arterial 
pressure was normal in sixteen and increased in seven. The 
electrocardiograms of fourteen were normal except for the 
presence of a biphasic S wave in lead 3. The altitude of 
the wave varied from 2 to 12 mm. The wave had an increased 
amplitude in fourteen cases. In all cases the abnormality of 
the S wave in lead 3 was independent of the behavior of the 
other waves in the electrocardiogram, whether normal or 
pathologic. According to the author the triphasic complex 
in lead 3 of the electrocardiogram is not caused by electrical 
preponderance of the left side. It represents metabolic dis- 
turbances of the myocardium which originate both in vascular 
alterations (coronary sclerosis) and in the action of various 
factors (toxic, humoral, metabolic and hormonal) on the myo- 
cardium. The clinical significance of the complex can _ be 
evaluated by the following criteria: 1. The presence of a 
triphasic complex in normal electrocardiograms in lead 3 in 
patients who do not show clinical symptoms of heart disease 
but who have a dull precordial pain is to be considered as a 
warning of pathologic changes of the heart. 2. The presence 
of a triphasic complex in normal electrocardiograms in lead 3 
in patients who do not have clinical symptoms of heart disease 
but who have anginal precordial pain, or in pathologic elec- 
trocardiograms of patients who show clinical symptoms of 
heart disease whether or not there is anginal precordial pain, 
is a sign of diagnostic value for heart disease. 
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Archiv f. orthopadische u. unfall-Chirurgie, Berlin 
39: 135-304 (Nov. 17) 1938. Partial Index 

Final Outcome of Traumatic Dislocations of Hip Joint. B. Pfab.—p. 135. 

Diagnosis and Treatment of Contractures of Fingers. W. Thomsen.— 

bie a Treatment in Fractures of Forearm. H. Ehlert.— 

Capacity of Pirogoff’s Stump to Support Body Completely or 

H. Greve.—p. 221. 

Osteochondritis Dissecans and Joint Mice. R. Kienbéck.—p. 240. 
*Work with Pneumatic Tools in Iron and Steel Industry as Cause of 

Diseases of Muscles, Bones and Joints. H. Schramm.—p. 248. 
Diagnosis and Estimation of Traumatic Impairment of Patellar Cartilage. 

G. von Haberler.—p. 258. 

Pneumatic Tools as Cause of Diseases of Muscles, 
Bones and Joints.—Schramm points out that heretofore dis- 
abilities caused by pneumatic tools have been reported chiefly 
in men who work in mines and in the stone industry but not 
so much in the men who use such tools in the iron and steel 
industry. In this paper he describes his observations on fifty- 
eight iron and steel workers who operated pneumatic ham- 
mers and riveters. The pneumatic tools used by these workers 
are not as heavy as those used in mines and quarries, and 
the riveters used their pneumatic tools only for about six or 
seven tenths of their working hours. The author gives a 
tabular report of his observations on the fifty-eight workers. 
The table lists the ages, the length of time the workers had 
used the pneumatic tools, disorders of bones and joints observed 
before the time the work with the pneumatic tool was begun, 
articular and osseous symptoms that appeared afterward, posi- 
tive or negative roentgenologic aspects and complaints about 
vasomotor disturbances. He discusses some of the complaints 
and reproduces several roentgenograms. He points out fur- 
ther that if it is considered that of fifty-eight men fourteen 
had worked with the pneumatic tools less than two years and 
therefore could as yet not have developed changes and that 
ten were not subjected to roentgenoscopy (on account of pre- 
vious injuries), it can be said that defects caused by pneu- 
matic tools are not less in workers of the iron and steel 
industry than in mine and quarry workers. In this respect 


the author’s observations correspond with those of the few 


others who made similar studies. The author detected typical 
changes on the elbow joint in three workers, on the shoulder 
joint in two and necrosis of the semilunar bone in one. That 
predisposition plays a part as well as exposure is proved by 
the fact that some workers who had used the pneumatic tools 
for twenty-five years were free from complaints, whereas, in 
a young worker, defects were noticeable after three years. 
Discussing the prevention, the author stresses the importance 
of selecting the right type of tool in accordance with the hard- 
ness of the material to be worked on. He also recommends 
the use of devices to reduce the effect of the recoil of the 
tools. Moreover, the exhaust opening for the escape of the 
compressed air should be adjustable so that the cold blast 
hits neither the guiding hand nor the body of the worker. 
The men who work with pneumatic tools should be subjected 
to examinations at regular intervals in order that possible 
impairment may be recognized early. 


Klinische Wochenschrift, Berlin 
17: 1713-1744 (Dec. 3) 1938. Partial Index 
Interpretation of Electrocardiogram in Disturbances of Blood Perfusion 
of Cardiac Muscle. F. Biichner.—p. 1713. 
Normal and Pathologic Oxygen Supply of Tissues, Especially of Kidney. 
H. Sarre.—p. 1716. 
*Action of Active Principle of Anterior —_ of Hypophysis After 
Splenectomy. B. Rarei and H. Gummel.—-p. 1721. 
Lipoid Antithyrotropic Protective 
Fellinger.——p. 1722. 
Action Mechanism of Gonadotropic Substance. 
Otto.—p. 1724. 
Studies on Photometric Determination of Vitamin C by Means of 
Methylene Blue Method. W. Zimmermann. —?. 1728. 
Determination of Activities of Calcium Ions in Biologic Fluids. 
Harnapp.—p. 


Action of Active Principle of Anterior Lobe of 
Hypophysis After Splenectomy.—Rarei and Gummel inves- 
tigated the content of gonadotropic substance in the urine of 
splenectomized animals and of patients who had undergone 
splenectomy. In order to be able to. compare their results 
with those of Sauerbruch and Knake, they employed the same 
quantitative method as did those authors. Castration is also 
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followed by an increased elimination of gonadotropic sub- 
stance in the urine but, since the peak of elimination is not 
reached until three or four months has elapsed since the cas- 
tration, the authors gave especial attention to the time which 
elapsed after splenectomy before the increased content became 
evident. They found that during the first three months fol- 
lowing the extirpation of the spleen the test for the follicle 
stimulating factor in the urine always produced negative results. 

he same was the case in splenectomized rabbits. However, 
in patients who had undergone splenectomy at least four months 
previously from 70 to 100 mouse units of the follicle stimulat- 
ing factor was detected regularly in each liter of urine. These 
results correspond with those obtained by Sauerbruch and 
Knake, for these investigators detected on the average 50 
mouse units of the follicle stimulating factor per liter of urine 
in cases in which one year or more had elapsed since splenec- 
tomy. Jn further investigations Rarei and Gummel aimed to 
determine whether the anterior lobe of the hypophysis of 
splenectomized animals forms more gonadotropic substance. 
They implanted the hypophyses of splenectomized rats into 
young female rats, pointing out that from four to six normal 
rat hypophyses are required for a positive Aschheim-Zondek 
reaction in such animals. In performing this experiment they 
found that the hypophyses of splenectomized rats were not 
heavier than the hypophyses of normal controls of the same 
age and weight. The implantation of the hypophyses of these 
splenectomized rats into young rats was not followed by an 
increased formation of gonadotropic substance; that is, hypoph- 
yses of splenectomized rats had about the same effect on the 
ripening of the follicle as did the hypophyses of normal ani- 
mals, The authors conclude that their results seem to indicate 
that the increased elimination of gonadotropic substance can 
be given a similar interpretation as that which develops after 
castration; however, the theory that the spleen intercepts and 
destroys the gonadotropic substance cannot be accepted, because 
in newly splenectomized patients and animals the test is always 
negative. To be sure, although they obtained results similar 
to those reported by Sauerbruch and Knake, they do not feel 
justified in asserting definitely that splenectomy acts on the 
gonadotropic exchange similar to castration, because the knowl- 
edge about the formation of gonadotropic substance under 
normal conditions is as yet too limited and the patients who 
had undergone splenectomy were subject to such serious sys- 
temic diseases (leukopenia, thrombopenia, splenic tumors and 
so on) that their hormone regulation cannot be compared with 
that of healthy persons. 
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*Massive Atelectasis and Bronchiectasis as Complication of Primary Pul- 

monary Tuberculosis in Children. J. Zeyland.—p. 209. 
Distribution of Tuberculous Infection in Finnland. S. Savonen.—p. 219. 
Pulmonary Tuberculosis As Late Complication After Wound of Lung. 

H. Rieckenberg.—p. 226 

Atelectasis and Bronchiectasis Complicating Tubercu- 
losis in Children.—According to Zeyland, credit for having 
called attention to massive atelectasis as a complication of 
pulmonary tuberculosis is due chiefly to American authors. 
Before describing five typical cases that he observed, Zeyland 
says that the development of massive atelectasis (of an entire 
lung or an entire pulmonary lobe) may take place unnoticed it 
it is gradual, but that in case of sudden development the symp- 
tomatology may be like that of pneumonia. Atelectasis of 
large portions of the lung is accompanied by impairment of the 
respiratory excursions, retraction of the thorax on the diseased 
side, elevation of the diaphragm of the same side, shifting of 
the mediastinum toward the same side, reduced percussion 
sound, weakening or abolition of the respiratory sounds on the 
diseased side, occasionally tracheal or bronchial breathing in 
the upper field as the result of distortion of the trachea and 
sometimes also at the base of the atelectatic lobe, even in the 
absence of bronchiectasis; in partial atelectasis there may also 
be rales. The author thinks that many cases of so-called 
splenopneumonia are in reality unrecognized cases of atelec- 
tasis. Stressing the greater reliability of roentgenologic exam- 
ination in the demonstration of the symptoms of atelectasis, 
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he gives especial attention to the pendular movements of the 
mediastinum; that is, during inspiration the mediastinum 
deviates toward the diseased side because it is pushed aside 
by the healthy lung. This pendular movement of the medias- 
tinum is important in the differentiation of atelectasis from 
pulmonary cirrhosis and pleural adhesions, since all other 
symptoms may be the same in these different conditions. 
Atelectasis is a reversible process but may give rise to an 
entirely new disease entity, namely pulmonary cirrhosis (pul- 
monary fibrosis), which is irreversible. The development of 
pulmonary fibrosis is accompanied by the development of bron- 
chiectasis. Bronchography is important for the diagnosis of 
bronchiectasis, The anamnesis and clinical observation furnish 
only pointers; bronchography is necessary to make the diag- 
nosis definite, especially in children with a positive tuberculin 
reaction. This is evident in the cases the clinical histories of 
which are described in this report. In the first case a massive 
atelectasis of the upper left pulmonary lobe was caused by a 
temporary enlargement of the tracheobronchial lymph nodes 
and by their pressure on the bronchus. The complication in 
the form of the atelectasis disappeared completely, and after 
that roentgenoscopy revealed only the calcified primary com- 
plex in the left lung. In such cases it is important to 
differentiate between atelectasis and epituberculous pulmonary 
infiltration. In the second case an atelectasis of the left lung 
developed in connection with a primary pulmonary tuberculosis, 
probably as the result of pressure by an enlarged lymph node 
on the left bronchus, which was contracted and bent. The 
chronic atelectasis developed into partial pulmonary fibrosis 
with bronchiectasis. The third case resembled the second one, 
but the bronchiectases were more pronounced. In the fourth 
case the atelectasis evolved on the basis of a tuberculous 
process and it developed into a pulmonary fibrosis. The fifth 
patient presented the typical aspects of an atelectasis of the 
upper lobe, which was most likely connected with the tuber- 
culous infection. 


Problemy Tuberkuleza, Moscow 
Pp. 1-160 (No. 1) 1938. 
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Schematization. T. I. Moldaver and S. A. Agranovich.—p. 3. 
*Total Thoracoplasty with Economic Resection of Lower Ribs. A. G. 

Gilman.—p. 11. 

Vaccination of Horned Cattle After Calmette. V. N. Matveev.—p. 24. 
Allergic Reactions in the Lungs. G. E. Platonov.—p. 37. 
Role of no Reaction in Tuberculin Therapy. V. A. Ravich- 

Shcherbo.—p. 

— Problems in Prolonged Subfebrile States. B. S. Brevdo.— 
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A Total Thoracoplasty with Resection of the Lower 
Ribs.—While approving of the operation of partial thoraco- 
plasty in some cases, Gilman stresses its disadvantages, such 
as aspiration of the tuberculous processes by the lower pul- 
monary segment and above all the deformities to which it 
predisposes. On the other hand, scoliosis is practically 
unknown after a total thoracoplasty. The deformities are 
particularly prone to develop in patients of asthenic habitus 
and thoracic-asthenic bodily conformation. Furthermore, par- 
tial thoracoplasties are successful only in the presence of small 
cavities located in the periphery of the lung. While admitting 
the desirability of preserving the maximum amount of pul- 
monary tissue, the author feels that it is wiser in the majority 
of the cases to sacrifice pulmonary tissue in order to obtain 
an adequate collapse. For patients with asthenic type of chest 
the author recommends a total thoracoplasty with what he 
calls “economic” resection of the lower ribs. The operation 
consists of the usual upper thoracoplasty or of complete 
removal of the first two or three ribs. This is either preceded 
or followed by an “economic,” that is, partial, resection of 
the lower four or five ribs. This operation results in an even, 
more physiologic narrowing of the thoracic cage and a more 
rapid return to the physiologic balance. Partial resection of 
the lower ribs interferes but little with the respiratory func- 
- tion of the lower segment of the lungs. This modification of 
a total thoracoplasty is recommended by the author for asthenic 
patients, for enfeebled patients requiring an extensive upper 
plastic operation, for patients with fresh lesions and for patients 
with extremely large cavities. 
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Acta Radiologica, Stockholm 
19: 409-504 (Nov. 30) 1938 
*X-Ray Diagnosis of Intestinal Obstruction. A. Hgyer.—p. 409. 
Dosage, Duration of Treatment and Reactions in Protracted-Fractional 

Roentgen Treatment, with Special Reference to Carcinoma of the 

Upper Air Passages. J. Juul.—p. 433. 

Cancer of the Penis and Its Treatment. C. J. Hansson.—p. 443. 
Peptic Ulcer of the Esophagus. F, Ngrgaard.—p. 458. 
Fundamental Property of Planigraphic Image-Formation. R. H. 

De Waard.—p. 465. 

Gastric Syphilis: Two Cases. P. A. Blinkenberg.—p. 480. 
Notes on Myeloma. J. Bichel and P. Kirketerp.—p. 487. 

X-Ray Diagnosis of Intestinal Obstruction. — H¢yer 
points out that it may be difficult to make the clinical diag- 
nosis of intestinal obstruction in the first twenty-four hours 
because of the fact that the symptoms typical of this lesion 
may be totally or partly absent. The pain generally gives 
rather indefinite data on which to base the diagnosis, as it is 
indistinguishable from colicky pain of other causes and it has 
no typical location. Neither does the vomit supply informa- 
tion before the vomitus becomes foul. This is a late symp- 
tom, however, and indicates that the situation is becoming 
exceedingly grave. Information to the effect that there has 
been no passage of feces or flatus is of small value during 
the first twenty-four hours. The signs also are scarce during 
the first twenty-four hours. In view of these difficulties 
encountered by the clinical diagnosis it was of great impor- 
tance that Kloiber in 1919 discovered that the x-ray diagnosis 
of intestinal obstruction could be made with great certainty at 
an early point of time, without contrast mediums, only by 
X-ray examination with horizontal direction of the rays. In 
this manner he revealed the characteristic fluid levels caused 
by the simultaneous presence in the intestine of gas and thin 
intestinal contents. After reviewing Kloiber’s experience with 
roentgenoscopy in 100 cases showing acute abdominal symp- 
toms, the author describes and illustrates the x-ray symptoms 
of intestinal obstruction. When an occlusion takes place, the 
immediate result is an accumulation of thin intestinal contents 
in the oral direction, whereas anally to the occlusion the intes- 
tine is more or less completely emptied. There is increased 
peristalsis, The intestine makes every effort to pass the 
obstruction. Not infrequently patients with obstruction of the 
small intestine have spontaneous defecation shprtly after the 
onset of the pain. Next comes an abnormal fermentative process 
of the intestinal contents with development of gas. This supplies 
conditions for the formation of fluid levels which, according to 
Kloiber, commences two or three hours after the onset of the 
attack. In mechanical ileus the fluid levels are usually visualized 
in two segments of the same coil at different heights. Fluoro- 
scopic examination may demonstrate how the fluid levels rise 
and fall. This symptom is an important aid in the differential 
diagnosis between mechanical and paralytic ileus. In paralytic 
ileus the peristalsis has ceased and the fluid levels are stagnant. 
The coil of intestine lying immediately proximal to the obstruc- 
tion, the so-called prestenotic coil, frequently presents a peculiar 
condition. The peristalsis here is particularly strong. The coil 
rises in the abdomen in the form of a reversed U. It has a stiff 
appearance. The tonus seems to be stronger than in the other 
dilated intestines. If an entire coil of the small intestine is shut 
off from the intestinal tract, both segments being strangulated, 
this coil becomes greatly dilated by gas and is easily recogniz- 
able in the roentgenogram. At the same time this supplies the 
accurate topical diagnosis, which is represented clinically by the 
“hypogastric football” (Wahl balloon symptom). The author 
further mentions a roentgenologic symptom which, in his 
opinion, is of great importance to the diagnosis. This is the 
more or less complete absence of gas from the large intestine 
in the presence of obstruction of the small intestine. The author 
says that at the surgical department of his hospital x-ray exami- 
nation is now employed in all cases of suspected intestinal 
obstruction. The material available so far includes forty-six 
cases. In all cases the x-ray examination supplied a correct 
reply as to whether or not an intestinal obstruction was present. 
In a majority of cases the site of the lesion could be given. 
The mortality from intestinal obstruction has decreased con- 
siderably subsequent to the adoption as a routine method of the 
x-ray examination of abdominal cases in which intestinal 
obstruction is suspected. 
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